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Hilleboe & Larimore-—Preventive Medicine—A New Book! 


A valuable new source of help on both initial preven- 
tion of disease and on control of its progression. 
Prophylactic measures; environment control; elimi- 


nation of predisease conditions; screening methods 
for detection of cancer, heart disease, etc.; periodic 
health inventories are all fully covered. See Inside. 


See SAUNDERS Advertisement on the next two pages 
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This unusual new book carefully organizes the bur- 
geoning field of preventive medicine into two clearly 
defined areas: (1) Preventing occurrence of disease. 
(2) Preventing progression after disease is contracted. 


Drs. Hilleboe and Larimore, both with a wealth of ex- 
perience in the field, stress the role of the individual 
practicing physician in preventive medicine. They 
emphasize the importance of throwing up barriers to 
disease before its onset. 29 contributing authorities 
join with the editors in giving you the benefit of their 
methods of management in such vital areas as: 


Control of Environmental Factors— 
covering problems of potable waters, milk-borne 
illness, waste disposal, food poisoning, air pollu- 
tion, insect vectors, ionizing radiation, medical 
defense against atomic attack or natural disaster, 
accident hazards, hygiene of housing, occupational 
health. 


Prophylactic Measures against Disease— 
includes almost 150 pages of specific advice on 
protection against bacterial, viral, rickettsial, 
fungus, parasitic and venereal diseases. 


Elimination of Predisease Conditions— 
covers discussions of obesity, maternity cycle, 
newborn period, preventive health services in 
childhood. 


Moyer—-HYP ERTENSION- Proceedings of Hahnemann Symposium 


A New Book! Pointing the direction toward 
Medicine of the future—emphasizing the principles 
of prevention in occurrence and progression of disease 


Hilleboe & Larimore—PREVENTIVE MEDICINE 


Valuable information is included on preventive den- 
tistry and on providing adequate nutrition. 


Under Prevention of Progression of Disease, you'll 
find not only helpful data on periodic health inven- 
tories, but probably more up-to-date material on 
screening procedures than in any other single source. 
Cancer detection and screening, screening methods 
for pulmonary tuberculosis, screening methods for 
heart disease and diabetes, plus screening examina- 
tions for hearing and visual defects are all carefully 
covered. 


Other helpful chapters are included on rehabilitation, 
alcoholism, and narcotic addiction. Supporting serv- 
ices such as patient education, public health nursing, 
role of the hospital in disease prevention are dis- 
cussed as they apply to the over-all picture of pre- 
ventive medicine. 


General practitioners, school and public health phy- 
sicians, and medical students will all find that this 
volume unfolds a new, sensible, and usable approach 
to the prevention and control of disease. 


Edited by HERMAN E. HILLEBOE, M.D., Commissioner of Health, State of New 
York Department of Health, Albany; and GRANVILLE W. LARIMORE, M.D., 
Deputy Commissioner of Health, State of New York, Department of Health. 731 page-. 
61," x 914", illustrated. About $12.50. Just Ready! 


New! Tells what is currently known about cause, diagnosis and treatment 


This fascinating and timely new book brings you a 
vast amount of information on hypertension in all its 
ramifications. It embraces all the practical informa- 
tion to come out of the Symposium on Hypertension 
held at Hahnemann Medical College this past Decem- 
ber. 91 eminent clinicians, surgeons and researchers 
from this country and abroad tell you in concise 
terms what they have learned about the cause of 
hypertension and how effective therapeutic programs 
can be mapped out. 

All new drug agents, including chlorothiazide and its 
derivatives, other diuretics, ganglionic blocking 
agents, ete., are fully evaluated. Indications for and 
results of surgical management are carefully ex- 
plained. 

Internists, general physicians and surgeons will all 
find many valuable hints and helps to significantly 
improve their management of patients with hyper- 
tension. 


Here are but a few of the topics covered: 

Pathology of Hypertension as a Generalized Vascular Dis- 
ease 

Epidemiology of Primary Hypertension with Particular Ref- 
erence to Racial Susceptibility 

Relationship of Hypertension to Atherosclerosis 

Effect of Blood Pressure Reduction on Prognosis 

Diagnosis of Renal Hypertension 

Hypertension and Stress 

Therapeutic Use of Hydralazine and Rauwolfia 

Newer Ganglionic Blocking Agents 

Retinal Vascular Changes in Hypertension 

Low-salt Diet in Treatment of Hypertension 

Use of Chlorothiazide in Treatment 

Methodology of Treatment with Sympathetic Depressants 
and Diuretics in Combination 

Sympathetic Ganglionectomy: Results of Treatment 

Adrenalectomy vs. Sympathectomy: Results of Surgery 


Edited by JOHN H. MOYER, M.D., Professor and Chairman of the Department of 
Medicine, Hahnemann Medical College and Hospital; with the assistance of 6 addi- 


tional authorities. 790 pages, 6%” x 9%,”, with 248 illustrations. $14.00. 
New-—Just Ready! 


THE JOURNAL of the American Medical Association is published weekly by the American Medical Assoclation. Subscription, $15.00 a year, 45c a copy. Canadian $17.00. Foreign $21.50 
Second-Class postage paid in Dayton Ohio. 


Address all communications to American Medical Association, 535 N. Dearborn St., Chicago 10, Illinois 
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—310 pages—62 illustrations. 


The June Number of the Surgical Clinies of 


North Ameriea ... contains the essence 


of the Lahey Clinic's wide experience in.. 


Results & Prognosis in CANCER THERAPY 


An invaluable Symposium for the surgeon faced with 
decisions on methods of management and with prognosti- 
cation of chances of cure by a given procedure. 35 articles 


CONTENTS 
Physical Aspects of Two Million Volt X-ray Therapy—Kenneth A. 
Wright, Basil S. Proimos and John G. Trump 


Electron Beam Therapy of Widespread Superficial Malignant 
Lesions—David O. Johnston, Magnus I. Smedal, Kenneth A. Wright 
and John G. Trump 


Adjunct Chemotherapy in the Treatment of Cutaneous Malig- 
nancies—Edmund W. Campbell and John L. Fromer 


Primary Carcinoma of Skin—Harriet D. James and G. David King 

Malignant Disease of the Salivary Glands: A Follow-up Survey— 
Frank D. Lathrop 

Some Observations on Carotid Body Tumors—Kenneth W. Warren 


Treatment of Carcinoma of the Thyroid—Bentley P. Coleook and 
Ferdinand A. Salzman 


An Evaluation of Radical “In-Continuity” Resection in Cancer of 
the Head and Neck—G. David King 


Results of Treatment of Laryngeal Cancer—G. David King and 
David O. Johnston 


Treatment of Cancer of the Nasopharynx with Two Million Volt 
Radiation—Magnus I. Smedal and John R. Watson 


Carcinoma of the Lung: A Review of 628 Cases—David P. Boyd 
Results of Treatment of Cancer of the Breast, 1941 to 1950— 
Cornelius E. Sedgwick and Joseph M. St. Ville 


Present Management of Carcinoma of the Esophagus and Cardia— 
Herbert D. Adams and Ferdinand A. Salzman 


Carcinoma of the Stomach: Follow-up Results in a Series of 1708 
Patients—Samuel F. Marshall and Nathaniel E. Adamson, Jr. 


Malignant Lymphoma of the Duodenum, Small Intestine and Colon 
—Kenneth W. Warren 


Adenocarcinoma of the Jejunum and Hleum—Bentley P. Colcock 
and Nathaniel E. Adamson, Jr. 

Cancer of the Colon and Rectum: Statistical Study of 608 Patients 
—Neil W. Swinton, Enrique Moszkowski and Joseph C. Snow 

Epidermoid Carcinoma of the Anus and Rectum—Cornelius E. 
Sedgwick and Eduardo Wainstein 


Palliative Treatment of Recurrent Rectosigmoidal Neoplasms with 
Two Million Volt Radiation—Robert E. Wise and Magnus I. Smedal 


Periampullary Carcinomas: Diagnosis and Surgical Management-— 
Richard B. Cattell, Kenneth W. Warren and Francis T. C. Au 


Primary Carcinoma of the Liver—John W. Braasch and Trevelyan E. 
Palmer 
Malignant Pheochromocytoma—Elmer C. Bartels 


The Surgical Treatment of Carcinoma of the Cervix Uteri—John 
W. Braasch 


Results of Radiation Therapy in Carcinoma of the Cervix—David 
O. Johnston and Pierre A. Tremblay 

Carcinoma of the Endometrium: Follow-up and Future—John W. 
Braasch 

The Management of Patients with a Positive Papanicolaou Smear 
—Neil W. Swinton and Geoffrey Lehman 

Intramedullary Spinal Cord Tumors-—Edwin F. Lang, Jr. and Carl 
Bridge 

Intrasellar Surgical Lesions: Cystic and Hemorrhagic Adenomas 
Requiring Surgery after X-ray Therapy—Charles A. Fager 


Plus 7 Additional Articles 


Every other month throughout the year, the SURGI- 
CAL CLINICS OF NORTH AMERICA unfold a unique 
postgraduate symposium—and tell you, as well as 
show you, exactly how your colleagues in the forefront 
of surgery are managing their patients today. Each 
illustrated issue contains about 300 pages. There is no 
advertising, only practical surgical knowledge you can 
use. 


Sold only by the year of six issues. Clothbound $18.00 
per year. Paperbound $15.00 per year. 


FORTHCOMING NUMBERS: August 1959 Number 
from the Mayo Clinic on Urologic and Gynecologic 
Surgery. October 1959 Nationwide Number on Recent 
Advances in G.I. Surgery—Robert Turell, Consulting 
Editor. December 1959 Number from Detroit on (1) 
The Surgeon’s Armentarium—Conrad Lam, Henry 
Ford Hospital, Consulting Editor. (2) Pre- and Post- 
operative Care—Harry C, Salizstein, Harper Hospital, 
Consulting Editor. 


| W. B. SAUNDERS COMPANY 
| West Washington Square, Philadelphia 5 


Please send and charge my account: 


] Hilleboe & Larimore—PREV. MED. About $12.50 
Moyer—HYPERTENSION $14.00 


{] SURGICAL CLINICS beginning June 1959 
C) Clothbound....$18.00 [) Paperbound....$15.00 
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When a moderate reduction of dietary fat is indicated, it 
is worthwhile to consider a basic cereal and milk break- 
fast which, as shown in the table below, contributes well- 
balanced nourishment. This breakfast is moderately low 
in fat because its fat content of 10.9 gm. provides 20 per 
cent of the total calories. it provides “Men, 25 Years” 
with approximately one-fourth of the recommended 


A moderate 
low-fat 
well-balanced 
breakfast for 


aman of 25 years 


recommended dietary allowances* and the nutritional contribution of a moderate low-fat breakfast 


Menu: 


dietary allowances! of protein, important B vitamins, 
essential minerals ; and provides quick and lasting energy. 
The Iowa Breakfast Studies demonstrated for young 
men that a basic cereal and milk breakfast maintained 
mental and physical efficiency during the late morning 
hours and that it was superior in doing so when com- 
pared either to a larger or smaller morning meal. 


Orange Juice—4 oz.; 

Cereal, dry weight—1 oz. ; 

Whole Milk—4 oz.; Sugar—I1 teaspoon; 
Toast (white, enriched)—2 slices ; 
Butter—5 gm. (about | teaspoon); 
Nonfat Milk—8 oz. 


Nutrients Calories Protein Calcium 


Ascorbic 
Acid 


Vitamin Niacin 
A equiv. 


lron Thiamine Riboflavin 


Totals supplied by 


Basic Bre akfast** 503 20.9 gm. 0.532 gm. 2.7 mg. S8B81.U. 0.46 mg. 0.80 mg. 7.36 mg. 65.5 mg. 
Recommended Dietary! 
Allowances—Men, 25 Years . 
4 (70 kg.—154 ib.) 3200 70 gm. 0.8 gm. 10 mg. SOOOLU. 1.6 mg. 1.8 mg. 21 mg. 75 mg. 
& Percentage Contributed 
2 by Basic Breakfast 15.7% 29.8% 66.5% 27.0% 11.8% 28.7% 44.4% 35.0% 87.3% 


*Revised 1958. Food and Nutrition Board, National Research 
Council, Washington, D.C. 

**Cereal en Inc.: Breakfast Source Book. Chicage: 
Institute, Inc., 

Watt, B. K., pn Merrill, A. L.: Composition of Foods Raw 
Processed, Prepared. U.S.D.A. Agriculture Handbook No. 8, "i950. 


Cereal 


A research and educational endeavor devoted to the betterment of national nutrition 


' The allowance levels are intended to cover individual variations 
among most normal persons as they live in the United States under 
usual environmental stresses. Calorie allowances apply to 
individuals usually engaged in moderate physical activity. For 

office workers or others in sedentary occupations they are excessive. 
Adjustments must be made for variations in body size, age, 

physical activity, and environmental temperature. 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 
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Professions WEAR BOOK PUBLISHERS, CHICAGO 


A report of “Year Book"’ Publications currently being publicized to the profession according to fields of interest 


NEW BOOKS & NEW EDITIONS FOR THE CLINICIAN 


BIOCHEMISTRY OF CLINICAL MEDICINE—New THE PHYSICIAN & GROUP PRACTICE—New. 
2nd Ed. By William S. Hoffman, Ph.D., By 35 authorities. Edited by Edwin P. 
M.D., formerly Director and currently Jordan, M.D., Executive Director, Amer— 
Consultant in Biochemistry, Hektoen ican Association of Medical Clinics. 224 
Institute for Medical Research, Cook pages. $6.75 


County Hospital, Chicago. 750 pageS;  gyapHYLOCOCCAL INFECTIONS—New. By Ian 


illus., $12.00 MacLean Smith, M.D., Chief, Infectious 
INBORN ERRORS OF METABOLISM—New. By Disease Division, State University of 
David Yi-Yung Hsia, M.D., Director, Ge- Iowa. 180 pages; illus. $4.25 

netic Clinic, Children’s Memorial Hos— X-RAY DIAGNOSIS OF ALIMENTARY TRACT 


pital, Chicago. 557 pages; illus. $9.50 4 y INFANTS & CHILDREN—New. By Edward 


OFFICE GYNECOLOGY—New 7th Ed. By J. P. B. Singleton, M.D., Director of Radiol- 


: : ogy, Texas Children’s and St. Luke’s 
Greenhill, M.D., Michael Reese and Cook Hospitals, Houston. 350 pages; 380 


County Hospitals, Chicago. 572 pages; illus. on 215 figures. $11.00. 


illus. $9.00 
: FRACTURES & OTHER INJURIES—New. By 39 
INTERN’S MANUAL—New 2nd Ed. By Arthur staff members of the Massachusetts Gen-— 


Bernstein, M.D., Asst. Medical Supt., eral Hospital Fracture Clinic and Har- 
Cook County Hospital, Chicago. 294 vard Medical School Faculty. Edited by 
pages; illus. Approx. $5.00 Edwin F. Cave, M.D., 863 pages; 1775 


illus. on 612 figs. $28.00. 


MANUAL OF DIFFERENTIAL DIAGNOSIS—New. 
By William C. Matousek, M.D., Chief, GROWTH & DEVELOPMENT OF CHILDREN— 
Medical Service, VA Hospital, Miles New 3rd Ed. By Ernest H. Watson, M.D., 
City, Montana. 352 pages. $8.00 Professor, and George H. Lowrey, M.D., 
Assoc. Professor, Dept. of Pediatrics 
AUSCULTATION OF THE HEART—New _ By A. and Communicable ieee University 
Ravin, M.D., Associate Clinical Profes— of Michigan. 334 pages; 112 charts and 
sor of Medicine, University of Colorado. illus. $7.75. 


166 pages; illus. $6.00 


MANAGEMENT OF THE NEWBORN—New 2nd 
SURGERY OF THE HEAD & NECK—New. By Ed. By Arthur Hawley Parmelee, M.D., 
Robert A. Wise, M. D. Chief, Surgical Clinical Professor of Pediatrics, Uni- 
Service, and Harvey W. Baker, M.D., versity of Southern California. 368 
Assistant Chief, Surgical Service; VA pages; illus. $8.50. 


pages; S50 pICTORIAL HANDBOOK OF FRACTURE TREAT- 

MENT—New 4th Ed. By Edward L. Compere, 
SURGERY OF STOMACH & DUODENUM—New M.D., Sam W. Banks, M.D., and Clinton L. 
Srd Ed. By Claude E. Welch, M.D., Massa— Compere, M.D., Dept. of Orthopaedic 
chusetts General Hospital. 405 pages; Surgery, Northwestern University. 448 
564 illus. on 156 plates. $9.75 pages; 795 illus. on 268 figs. $7.50. 


ORDER FORM AMA 6-6-59 


The Year Book Publishers, Inc., 200 E. Illinois St., Chicago 11, Ill. 
Please send following books and bill subject to 10 days’ examination. 


NEW YEAR BOOK OF PATHOLOGY 

& CLINICAL PATHOLOGY. Edited by WILLIAM 
B. WARTMAN, M.D., Northwestern University. 478 
pages; illus. $8.50. : 


NEW YEAR BOOK OF ORTHOPEDICS 

& TRAUMATIC SURGERY. Edited by Edward 
L. COMPERE, M.D., Northwestern University. Sec- 
tion on Plastic Surgery edited by Neal Owens, M.D., 
Tulane University. 463 pages; illus. $7.50. . City Zone State__ 
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| COSMETOLOGY 


...and what it 
means to your patients 


Cosmetics and the Modern Woman 


Now more than ever, cosmetics exert major influences 
in the life of the modern woman—your patient. The 
right preparations provide real psychological benefits. 
To be conscious of looking better is to feel better. 
Carefully selected and skillfully applied cosmetics 
complement her dress and accessories. They may 
prove invaluable in the achievement of a successful 
business career or for increased social recognition. 
And for her outdoor activities, creams and lotions 
protect against excess drying, chapping and scaling 
from overexposure to low humidities, the hot sun and 
temperature extremes. 


Applied Science to Cosmetic Art 


Strides have been made in recent years toward greatly 
improved cosmetic products through scientific for- 
mulation and precise quality control. Recent discov- 
eries and technologic methods from the chemical and 
physical sciences as well as from dermatologic re- 
search have contributed to this progress. And there 
are new research vistas about to appear because “The 
need for increasing the scope and number of investi- 
gations relating to fundamental problems of skin 
physiology, biochemistry, pharmacology, and toxi- 
cology cannot be stressed too strongly.”! 


Beauty Through Cosmetology 

The Helena Rubinstein Laboratories has devoted 
thirty-five years to studying cosmetics, skin structure 
and function. This group has contributed to the devel- 
opment of new compounds and synthetics —the com- 
plex aromatics, the emulsifiers, the emollients, the 
catalysts—and how they may best be utilized for 
improved cosmetology. 


1, Lehman, A. J.: J.A.M.A. 164:416 (May 25) 1957. 


CLINICAL RESEARCH DIVISION 


HELENA RUBINSTEIN, inc. 


HELENA RUBINSTEIN, INC. 
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LESS RESTRICTED* NIGHT-TIME SEDATION D OR if DE N" 
IN ELDERLY PATIENTS, FOR INSTANCE: 

(glutethimide CIBA) 
nonbarbiturate Doriden provides 4 to 8 hours of sleep without the pre- 
excitation and later “hangover” sometimes encountered with barbiturates. 
Doriden is well tolerated. It is especially useful in the many older pa- 
tients who cannot tolerate barbiturates or who, because of continued use, 
require such high dosages that respiration may be depressed. *Doriden 
is usually not contraindicated where renal and hepatic disorders are pres- 
ent. *Doriden rarely causes pre-excitation; onset is smooth, rapid. *Doriden 


is metabolized quickly, thus rarely produces “hangover” and “fog.” 
supPLieD: Tablets,0.5 Gm., 0.25 Gm. and 0.125 Gm. 
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patients have received 


Madribon 


highly acclaimed because of its 90% effectiveness... 
widely accepted because of less than 2% side effects 


IN RESPIRATORY AND OTHER INFECTIONS — In more than 15,000 reported 
cases, Madribon has demonstrated remarkable effectiveness, characterized by rapid 
control of symptoms and disappearance of inflammation and infection. The action 
of Madribon is rapid and sustained, with minimal side effects. 


IN CHRONIC INFECTIONS — Because it can be administered economically over 
long periods of time, Madribon is particularly useful in chronic bacterial infec- 
tions. Even when Madribon was administered for as long as twelve months in a 
substantial number of reported cases, it was found to be well tolerated. 


NEW 


Madriqid. 


the 125-mg capsule form of Mad: 
Whenever q.i.d. dosage is desirable 


The fastest growing antibacterial bibliography: 

1. J. D. Young, Jr., W. S. Kiser and O. C. Beyer, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 
53-56, Feb. 1959. 2. J. C. Elia, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 61-64, Feb. 1959. 
3. E. H. Townsend and A. Borgstedt, Antibiotics Annual 1958-1959, New York, Medical Ency- 
clopedia, Inc., 1959. 4. B. H. Leming, Jr., C. Flanigan, Jr. and B. R. Jennings, Antibiotic Med. & 
Clin. Therapy, 6: (Suppl. 1), 32-39, Feb. 1959. 5. S. Ross, J. R. Puig and E. A. Zaremba, Anti- 
biotics Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959. 6. H. P. Ironson and 
C. Patel, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 40-43, Feb. 1959. 7. T. D. Michael, 
Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 57-60, Feb. 1959. 8. W. A. Leff, Antibiotic Med. 
& Clin. Therapy, 6: (Suppl. 1), 44-48, Feb. 1959. 9. J. F. Glenn, J. R. Johnson and J. H. Semans, 
Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 49-52, Feb. 1959. 10. W. P. Boger, Antibiotics 
Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959. 11. B. A. Koechlin, W. Kern and 
R. Engelberg, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 22-31, Feb. 1959. 12. R.J. Schnitzer 
and W. F. DeLorenzo, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 17-21, Feb. 1959. 13. R. J. 
Schnitzer, W. F. DeLorenzo, E. Grunberg and R. Russomanno, Proc. Soc. Exper. Biol. & Med., 
99:421, 1958. 14. W. F. DeLorenzo and R. Russomanno, Antibiotic Med. & Clin. Therapy, 6: 
(Suppl. 1), 14-16, Feb. 1959. 15. B. Fust and E. Boehni, Antibiotic Med. & Clin. Therapy, 6: 
(Suppl. 1), 3-10, Feb. 1959. 16. W. F. DeLorenzo and A. M. Schumacher, Antibiotic Med. & 
Clin Therapy, 6: (Suppl. 1), 11-13, Feb. 1959. 17. O. Brandman, C. Oyer and R. Engelberg, 
J. M. Soc. New Jersey, 56:24, Jan. 1959. 18. L. O. Randall, R. E. Bagdon and R. Engelberg, 
Toxicol. & Appl. Pharmacol., 1:28, Jan. 1959. 


MADRIBON®— brand of sulfadimethoxine (2,4-dimethoxy-6-sulfanilamido-1,3-diazine) 
MADRIQID™*- 
ROCHE® 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc + Nutley 10 + N. J. 
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NEW 
G.1. DOSAGE 
FORM 


ilpath-20 


200 mg. Miltown® + 25 mg, anticholinergic 


1/2 strength Miltown (200 mg.) with 


full-level anticholinergic (25 mg.) 


Two dosage forms of Milpath are now available 


MILPATH 200—-Each yellow, coated tablet contains 200 mg. 
meprobamate and 25 mg. tridihexethy! chloride. 


DOSAGE: | or 2 tablets t.i.d. at mealtime and 2 tablets at bedtime. 


MILPATH 400-—Each yellow, scored tablet contains 400 mg. 
meprobamate and 25 mg. tridihexethy! chloride. 


DOSAGE: | tablet t.i.d. at mealtime and 2 tablets at bedtime. 
Both forms supplied in bottles of 50 tablets. 
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FOR DOSAGE 
ADJUSTABLE TO THE 


MEASURE OF THE MAN 


| Milpath 200 


... When the G. I. patient requires increased 
anticholinergic effect with normal levels of tranquili- 


zation, prescribe 2 Milpath 200 t.i.d., or as needed. 


Milpath 200 


... When the G. I. patient requires long-term 
management with established anticholinergic levels 
but with lower levels of tranquilization, prescribe 

1 Milpath 200 t.i.d., or as needed. 


WALLACE LABORATORIES WNew Brunswick, N. J. 


| 


4 
{ 
bate, 
| 
: 
it 
~ 
¢ 
§ 
: 
— 
= 
=F : 
He 
= 
onl 
pos 
- 
~ i 
~ 
an 
“4 
Fe 


the epileptic...1959 


The happiness of work, of laughter, of belonging—priceless possessions, these, for the epileptic 


patient. Yet, how recently were these freedoms won! Today, his future is more hopeful than ever 


before, thanks in part to a finer and growing knowledge of the disease—and the more effective 
antiepileptic drugs. Presented here are five distinguished anticonvulsants that will help you give 


your patients that most precious of all gifts: a normal life. 


PEGANONE® 
(Ethotoin, Abbott) 

A hydantoin of exceptionally 
low toxicity for grand mal 
and psychomotor seizures. 


PHENURONE® 
(Phenacemide, Abbott) 


Often effective where other 
therapy fails in grand mal, 
petit mal, psychomotor and 
mixed seizures. 


GEMONIL® 
(Metharbital, Abbott) 


Relatively non-toxic, for 
grand mal, petit mal, myo- 
clonic and mixed seizures 
symptomatic of organic 
brain damage. 


TRIDIONE® 
(Trimethadione, Abbott) 


PARADIONE® 
(Paramethadione, Abbott) 


Homologous agents for 
symptomatic control of petit 
mal, myoclonic and akinetic 
seizures. 


ANTICONVULSANTS BY ABBOTT 
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is orange in color, aroma, and flavor 

because orange has specific meaning: 

for children. From the time they first 

taste orange juice and later learn to ao 
enjoy orange-flavored drinks, orange ice, ee 
and orange candy, orange is a universal 4 i 
favorite—appealing, palatable, highly = 
acceptable. 


Patapac is a 9-vitamin formula that is even- | 
flowing, readily miscible, if desired, with : 
milk, fruit juice, or other foods, and is stable, | 
requiring no refrigeration. x 


Each 4-cc. teaspoonful of pALapac supplies: 


Vitamin B, (thiamine hydrochloride) 
Vitamin B, (riboflavin) 

Nicotinamide (niacinamide) 

Vitamin Bg (pyridoxine hydrochloride) 
Pantothenic acid (as the sodium salt) 
Vitamin (crystalline) 

Vitamin C (ascorbic acid) 

Vitamin D 


Available in 4-ounce and 16-ounce bottles. 


PARKE, DAVIS & COMPANY 
* DETROIT 32, MICHIGAN 
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New freedom from 
embarrassment and 
distress of psoriasis! 


Alphosylz 


LOTION 
action of allantoin is exceptionally effective in dis- | 
aggregating psoriatic scale.'? It apparently acts on | 
an abnormal cement substance between cornified ne ' 
cells.?5 Coal tar, too, helps break up the horny layer.* ‘Together, 
rapid clearing of psoriatic lesions as well as the underlying inflammation and erythema. 

ALPHOsyL Lotion, used by many physicians both in routine practice and in carefully 
controlled studies, proved highly successful.?4-7 The lotion permits complete avoidance 
of the potential hazards of certain other methods of treatment, such as superficial 
x-ray, heavy metals and corticosteroids.’ 

Advantages: - Treatment-fastness not observed - Cosmetic qualities permit free 
application to the scalp - Well tolerated - May be freely used on tender areas 


FORMULA: Allantoin 2% and special coal tar 
extract 5% in a greaseless, stainless, vanish- 
ing lotion base. 

SUPPLIED: Bottles of 8 fi. oz. 

APPLICATION: For maximum therapeutic re- 
sults rub thoroughly into lesions 2 to 4 times 
daily. For maintenance apply once or twice a 
week. 

REFERENCES: 1. Flesch, P.: Proceedings Scien- 
tific Session. Toilet Goods Assoc. June, 1958. 
2. Samitz, M. H.: Ann. New York Acad. Sc. 
73:1020, 1958. 8. Flesch, P., and Jackson 
Esoda, E. C.: Ann, New York Acad. Sc. 
73:989, 1958. 4. Bleiberg, J., and Saltzman, 
J. A.: Clin. Med. 5:485, 1958. 5. Bleiberg, J.: 
Ann. New York Acad. Sc.: 73:1028, 1958. 
6. Clyman, S. G.: Ann. New York Acad. Sc. 
73:1032, 1958. 7. Welsh, A. L., and Ede, M.: 
Ohio M. J.: to be published. 


For psoriasis with 
acute inflammation 
Alphosyl-HC™ 


Alphosyl with 0.2% hydrocortisone 
Supplied in bottles of 4 fi. oz. 


REED & CARNRICK 
Jersey City 6, New Jersey 
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Each ANTIVERT tablet contains: 


Meclizine (12.5 mg.)—effective antihista- 
minic to control vestibular dysfunction.'! 


Nicotinic acid (50 mg.)—a drug of choice 
for prompt vasodilation.** 


Advantage of ‘‘dual therapy’’ confirmed: 


Menger found ANTIVERT “improved or con- 
trolled symptoms in virtually 90% of ver- 


999 


tiginous patients. 


Indications: Meniere’s syndrome, arteriosclerotic 
vertigo, labyrinthitis, and streptomycin toxicity. Also 
effective in certain recurrent headaches, including 
migraine. 
Dosage: one tablet before each meal. 
Supplied: bottles of 100 blue-and-white scored tab- 
lets. Prescription only. 
References: 1. Charles, C. M.: Geriatrics 2:110 (March) 
1956. 2. Menger, H. C.: Clin. Med. 4:313 (March) 1957. 
3. Shuster, B. H.: M. Clin. North America 40: 1787 
(Nov.) 1956. 

New York 17, N. Y. 

Division, Chas. Pfizer & Co., Inc. 

Science for the world’s well-being 
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In the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Gelgy’s trademark for phenylbutazone—Reg. U. S. Pat. Off. 


new oSterazoliditi ....... 


prednisone-phenylbutazone, Geigy 


@ 
Geigy Ardsley, New York 
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RUSSEK: PETN is one of 
“ the most effective 
drugs currently avail- 
able for prolonged pro- 
phylactic treatment of 
angina pectoris.’’! Pre- 
vents some 80% of an- 
ginal attacks. 


RUSSEK: “ararax (is a drug 
of choice as a tranquilizer for 
the anxious cardiac). . . be- 
cause there is [minimal in- 
cidence] of side effects with 
this drug, and also because 
in cardiacs who are troubled 
; with ectopic beats, ATARAX 
has a quinidine-like action.” 


(brand of hydroxyzine) 


(PETN + ATARAX) 


Dosage: Begin with 1 to 2 yellow carTRAXx “10” tab- 
lets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased by 
switching to pink CarTRAX “20” tablets (20 mg. PETN 
plus 10 mg. ATARAX). 

For convenience, write “CARTRAX 10” or “CARTRAX 20.” 


Supplied: In bottles of 100. 

References: 1. Russek, H. I.: Postgrad. Med. 19:562 (June) 
1956. 2. Russek, H. I.: Presented at the Symposium on the 
Management of Cardiovascular Problems of the Aged, Dade 
County Medical Association, Miami Beach, April 12, 1958. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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INITIATIVE 
REMAINS 
INTACT 


PERSONALITY 
OISTORTION 


Butisol smoothly filters out the undesirable effects of everyday anxiety and tension—but leaves 


initiative and responsibility intact to meet the problems and complexities of daily life. 


In a recent comparative evaluation of six widely used sedatives and tranquilizers, Butisol was 
found to be a highly effective sedative ‘“‘which will produce satisfactory daytime sedation...with 
minimal occurrence of untoward reactions.””! 


UTIS 


TABLETS REPEAT-ACTION TABLETS ELIXIR CAPSULES 
1. Grossman, A. J.; Batterman, R. C., and Leifer, P.: Federation Proc. 17:373 (March) 1958. 


dium 


butabarbital sodium 


McNEIL LABORATORIES, INC. + PHILADELPHIA 32, PA. 
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In the menopause... 
transition without tears 


Milprem promptly relieves emotional distress 
with lasting control of physical symptoms 


& 
Mil ® | In minutes, Milprem starts to ease anxiety and 
depression. It relieves insomnia, relaxes tense muscles; 


alleviates low back pain and tension headache. As the 


Miltown®+ conjugated estroge:.s (equine) patient continues on Milprem, the replacement of estrogens 
Supplied in t t ies for d ge flexibility: ° 
checks hot flushes and other physical symptoms. 


MILPREM-400, each coated pink tablet contains 400 mg. Miltown 
(meprobamate) and 0.4 mg. conjugated estrogens (equine). 


MILPREM-200, each coated old-rose tablet contains 200 mg. Easy dosage schedule: One Milprem tablet t.i.d. 
Miltown and 0.4 mg. conjugated estrogens (equine). 
in 21-day courses with one-week rest periods; during the 


Both potencies in bottles of 60. 
rest periods, Miltown alone can sustain the patient. 


Literature and samples on request. 


® 
AV)? WALLACE LABORATORIES, New Brunswick, N. J. 
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in chronic 
constipation 


A SURFACTANT LAXATIVE 


Provides positive easy evacuation of a soft, formed, “norma!” stool 
through the synergistic action of the gentle peristaltic stimulant, 
Danthron, with a superior surfactant, calcium bis-(dioctyl 
sulfosuccinate). No “griping” or cramping—no bloating—no oily 
leakage or interference with vitamin absorption. 


DOSAGE: For adults and children over 12, one or two capsules. For children, age 6 to 12, one capsule. Administered at 
bedtime for 2 or 3 ¢ays or uptil bowel movements are normal. Supplied in bottles of 30 and 100 soft gelatin capsules 


for laxative results without laxative harshness 
ot 
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Llassic 
Treatment in 


Hypertension* 


* 
Because 


RAUWILOID provides effective Rauwolfia 
action virtually free from serious side effects 
... the smooth therapeutic efficacy of Rauwiloid 
is associated with a lower incidence of certain 


When more potent drugs are : : . 

it unwanted side effects than is reserpine...and 

venient single-tablet combinations with a lower incidence of depression. Toler- 
Rauwiloid® + Veriloid® ance does not develop. 


alseroxylon 7 and alkavervir 3 mg RauwI.or can be initial therapy for most 


Rauwiloid® + Hexamethonium hypertensive patients... Dosage adjustment is 


alseroxylon 1 mg. and hexamethonium 
chloride dihydrate 250 mg. rarely a problem. 


Many patients with severe hypertension can be main- 
tained on Rauwiloid alone after desired blood pres- 
sure levels are reached with combination medication. 
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Vol. 170, No. 6 


President May Veto Housing Bill . . 
Report on New Patient Care Plan . . 
Smathers Sponsors Keogh Bill . . 

Health Standards for Aliens . . 

Poison Labeling Legislation . . 

Say Military Should Control Medicare . . 


HOUSING BILL FACES VETO, 
LAWMAKERS WARN 


Congressional Republican leaders assailed the 
housing bills approved by the House and Senate as 
“budget busting.” They contended measures calling 
for such high levels of spending probably would be 
vetoed by President Eisenhower. 

A House-Senate conference committee, com- 
posed of members of House and Senate banking 
committees, was resolving differences in the two 
measures. It was expected, however, that the final 
compromise would call for more spending than 
proposed by the administration. 

A veto, if sustained, would jeopardize the fate of 
provisions of both measures authorizing the Fed- 
eral Housing Administration to insure loans for 
construction of proprietary nursing homes, pro- 
visions backed by the American Medical Associa- 
tion. However, such loan guarantees could be 
approved later as separate legislation, or as part of 
another, scaled-down housing measure. They are 
not controversial. 

In addition to the nursing home program the 
House-approved legislation authorized about 65 
million dollars annually in direct federal loans for 
construction of college housing facilities for interns 
and nurses, 40 million dollars more than the budget 
requested. There was a similar provision in the 
Senate bill. 


NEW PATIENT CARE PLAN STUDY BY PHS 


After a two-year study the Public Health Service 
has offered a blueprint program for a new type of 
hospital operation known as “progressive patient 
care.” The new system, which the PHS said “shows 
promise and which, in recent months, has aroused 
widespread interest,” is based on the principle of 
using separate sections of the hospital to treat 
patients according to the severity of their illnesses. 

For example, those recovering from major sur- 
gery or ill enough to require constant surveillance 
would be placed in special units in one part of the 
hospital. As the patients progressed in health, they 
would be ase to other sections with patients in 


similar see of recovery. 


The study, published in an 87-page document, 
was conducted by the PHS and private experts on 
hospital operations. It was headed by Dr. Jack C. 
Haldeman, chief of the division of hospital and 
medical facilities of the PHS Bureau of Medical 
Services. 


In a statement Dr. Haldeman said, “since the 

oy hospital is a focal point for community 
ealth, the progressive patient care concept envi- 

sions the general hospital of the future as a commu- 
nity health center—the focus for both outpatient and 
inpatient care; as much concerned with the care 
for the long-term patient (including the mentally ill 
and tuberculous) as it is now for the care of the 
short-term patient, as much concerned with extend- 
ing good medical and hospital care to the home by 
assisting the physician in the care of the patient at 
home as with assisting him with the care of the 
patient in the hospital.” 

There are five phases of progressive patient care 
—intensive care, intermediate care, self care, and 
long-term care, all within the hospital. In addition, 
organized home care would be provided. 

The most seriously ill, with certain exceptions, 
would be placed in the intensive care unit—a room 
with five or six patients under the constant sur- 
veillance of a professional nurse and a practical 
nurse or nursing aide around the clock. 

The intermediate care unit would be more nearly 
patterned after conventional hospital units—that is, 
a floor of rooms with a staff of floor nurses. The 
self-care unit would consist of 16 to 20 beds, pref- 
erably in single rooms with private toilets, and 
staffed by one professional nurse and two aides or 
two practical nurses. Only a practical nurse or 
nurses aide would be needed for the night shift. 

The long-term care unit would be for chronically 
ill patients needing hospital attention and others 
who need lengthy care. In some respects it would 
assume the functions of a nursing home. A larger 
staff would be required than for the self-care divi- 
sion. The long-term unit might be feasible only for 
larger hospitals. 

The home care program would provide coordi- 
nated services to patients at home through family 
physicians, public health nurses, and social case- 
workers, assisted by clerical services at the hospital. 


SMATHERS INTRODUCES SELF-EMPLOYED 
RETIREMENT BILL 


Sen. George Smathers (D., Fla.) introduced a bill 
to encourage the self-employed to invest in retire- 
ment plans that is almost identical to the legislation 
that easily cleared the House earlier this year. 

The lawmaker is a member of the Senate Finance 
Committee that is scheduled to hold hearings on the 
measure later this year. The bill, sponsored in the 
House by Rep. Eugene J. Keogh (D., N. Y.), pro- 
vides tax deferral of 10% of net income up to $2,500 
for self-employed such as physicians and lawyers 
who set money aside fer their retirement in quali- 
fied plans. 

Unlike the House measure the Smathers bill 
would take effect in the taxable year 1961, rather 
than 1959. The change, Smathers said, would “meet 
opposition to the pending proposal which was pred- 
icated primarily on revenue fos.” 
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“Under the present federal tax structure, it is 
clear that preferential income tax treatment is given 
those wage earners and salaried employees whose 
employers set up qualified pension and/or profit- 
sharing plans in their behalf,” said the senator. 

Two other senators have also introduced the 
measure; they are Sen. Thruston B. Morton (R., Ky.), 
G. O. P. national chairman, and Sen. Estes Kefauver 
(D., Tenn.). 


HEALTH STANDARDS URGED FOR ALIENS 
WITH INFECTIOUS DISEASES 


The federal government should draw up regula- 
tions to bar admission to the United States, tem- 
porarily, of aliens with communicable diseases, the 
American Medical Association told Congress. The 
A. M. A. said the Public Health Service should be 
authorized to make recommendations concerning 
the issue of visas at the port of departure. Many 
severe illnesses are now automatically grounds for 
refusing admission, but not all are covered, nor 
are examinations soon before departure for this 
country requested. 

In a letter to Sen. James O. Eastland (D., Miss.), 
chairman of the Senate Judiciary Committee, Dr. 
F. J. L. Blasingame, A. M. A. Executive Vice- 
president, said such — would protect not 
only American citizens but the aliens as well. 

A Senate judiciary subcommittee is considering, 
among other bills, a House-passed measure that 
would extend permission for alien children suffer- 
ing from tuberculosis to be admitted to this country, 
provided certain safeguards are met. It is designed 
mainly for Korean orphans adopted by American 
citizens. 

In his letter, Dr. Blasingame said, “It is our hope 
that those who have undertaken the task of trans- 
porting these unfortunate children to new homes 
will continue their work. It is our belief, however, 
. . . that more stringent health controls are neces- 
sary. 

* oa children have entered the U. S. suffering 
from pneumonitis, scabies, and other communicable 
diseases, he noted. 


HARZARDOUS SUBSTANCE BILL 
INTRODUCED 


A measure requiring the precautionary labelin 
of hazardous substances not covered by the ia 
and drug act has been introduced by Rep. Thomas 
B. Curtis (R., Mo.), a member of the influential 
House Ways and Means Committee. 

The bill was drafted by the Committee on Toxi- 
cology of the American Medical Association after a 
number of conferences with industry, ee 
public health, and consumer groups. The measure 
received the favorable consideration of over 60 
national organizations including organized labor, 
as well as a cooperative review from chemical trade 
associations who will be affected. 

Representative Curtis, in introducing the measure, 
noted that, in recent years, “many new compounds 


for household, commercial, and industrial use have 
been introduced which are outside the scope” of the 
food and drug laws labeling provisions. “There is 


J.A.M.A., June 6, 1959 


no broad law,” he declared, “which requires the 
precautionary labeling of hazardous substances at 
the national level.” 

The model bill drafted by the A. M. A. Commit- 
tee “reflects current knowledge of hazardous chem- 
icals and the conditions under which they are 
employed,” the lawmaker said. “One of the funda- 
miata problems in reducing poisoning is the lack 
of identification of hazardous ingredients and pre- 
cautionary labeling on the wide variety of small 
packaged Patt items in general use and the 
influence of this lack of identification on their care- 
less and improper handling and storage. 

“By requiring statements of harmful ingredients 
on labels, the bill will also aid physicians in the 
diagnosis and treatment of poisoning,” said Repre- 
sentative Curtis. 

It is not now requested that the labels on some 
products, such as some household cleansers for 
example, list harmful substances, even though con- 
sumption by children or constant exposure to adults 
could produce harmful effects. 


MILITARY REJECTS PROPOSAL 
FOR CIVILIAN CONTROL 
OF MEDICARE 


Dr. Frank B. Berry, Assistant Secretary of De- 
fense, Health, and Medicine, said the Defense 
Department should continue to administer the 
“Medicare” program, providing treatment in civilian 
hospitals for qualified dependents of military per- 
sonnel. 

The official notified Congress that the department 
opposes suggestions made by the Florida Medical 
Association to provide an insurance program for 
such dependents and to transfer control to the De- 
partment of Health, Education, and Welfare, since 
those being treated are civilians. The proposals by 
the Florida association were made before a House 
appropriations subcommittee. Representatives of 
the association made it clear they were not criticiz- 
ing the Defense Department in offering the recom- 
mendations. 

Dr. Berry said military families are part of the 
military community, “and there appears to be no 
reason to separate them medically. 

“Due to the fact that dependents are a highly 
transient population, there are many problems con- 
nected with the administration of any program of 
medical benefits that can be handled only by the 
uniformed services,” he said. 


PERSONNEL 


Dr. F. J. L. Blasingame, Executive Vice-president 
of the American Medical Association, announced 
the resignation of Dr. Cyrus H. Maxwell of the 
A. M. A.’s Washington Office. Dr. Maxwell, who 
was responsible principally for the Association's 
liaison work with the Senate, has accepted a position 
with the Public Health Service in the Chronic Dis- 
ease Branch of the Division of Special Health Serv- 
ices. His major assignment will be to work as a 
PHS representative in planning and carrying out the 
White House Conference on Aging. 
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NOW SHE 
CAN COOK 
BREAKFAST 


-.» WHEN YOU PRESCRIBE NEW 


MORNIDINE 


A new drug with specific effectiveness in nausea 
and vomiting of pregnancy, Mornidine elimi- 
nates the ordeal of morning sickness. 

With its selective action on the vomiting cen- 
ter, or the medullary chemoreceptor “trigger 
zone,” Mornidine possesses the advantages of 
the phenothiazine drugs without unwanted 
tranquilizing activity. 

Doses of 5 to 10 mg., repeated at intervals of 


(BRAND OF PIPAMAZINE) 


six to eight hours, provide excellent relief all 
day. In patients who are unable to retain oral 
medication when first seen, Mornidine may be 
administered intramuscularly in doses of 5 mg. 
(I cc.). 

Mornidine is supplied as tablets of 5 mg. and 
as ampuls of 5 mg. (1 cc.). 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice-President. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Miami Beach, Fla., June 13-17. 
1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 
1961 Annual Meeting, New York City, June 26-30. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 


AMERICAN 
1959 
June 


Am Conrrot Association, Hotel Statler, Los Angeles, June 
22-26. Mr. Harry M. Pier, 4400 Fifth Ave., Pittsburgh 13, Executive 
Secretary. 

AMERICAN ACADEMY oF TuBERCULOSIS PuysictANs, Atlantic City, N. J., 
June 6, Dr. Oscar S. Levin, P.O. Box 7011, Denver 6, Secretary. 

Amenican CoLLecr or ANGIOLOGY, CONFERENCE ON ANGIOLOGY, 
Marlborough Blenheim Hotel, Atlantic City, N. J., June 5-7. Dr. Alfred 
Halpern, 11 Hampton Court, Great Neck, N. Y., Executive Secretary. 

Amenican or Cuest Puysicrans, Atlantic City, N. J., June 3-7. 
Mr, Murray Kornfeld, 112 E. Chestnut St., Chicago 11, Executive 
Director. 

American Drapetes Assocration, Chalfonte-Haddon Hall, Atlantic City, 
N. J., June 6-7. Dr. E. Paul Sheridan, 1 East 45th St., New York 17, 
Secretary. 

AMERICAN ELECTROENCEPHALOGRAPHIC Society, Claridge Hotel, Atlantic 
City, N.J., June 11-14. Dr. Jerome K. Merlis, University Hospital, 
Baltimore 1, Secretary. 

AMERICAN GASTROENTEROLOGICAL AssocriaTIOoN, Claridge Hotel, Atlantic 
City, N. J., June 5-6. Dr. Franz J. Ingelfinger, 69 E. Newton St., Boston 
18, Secretary. 

American Gastroscopic Society, Atlantic City, June 7. Dr. Arthur M. 
Olsen, 200 First St., S. W., Rochester, Minn., Secretary-Treasurer. 

AMERICAN MepicaL Association, Traymore Hotel, Atlantic City, N. J., 
June 8-12. Dr. F. J. L. Blasingame, 535 N. Dearborn St., Chicago 10, 
Executive Vice-President. 

AmeEnican Mepicat Women’s Association, Sheraton Ritz Carlton Hotel, 
Atlantic City, N.J., June 4-7. Miss Lillian T. Majally, 1790 Broadway, 
New York 19, Executive Secretary. 

AssoctaTion, Claridge Hotel, Atlantic City, 
N. J., June 15-17. Dr. Charles Rupp, 133 S. 36th St., Philadelphia 4, 
Secretary. 

AmMeEnicaAN Ontnopepic Association, Lake Placid Club, Lake Placid, 
N. Y., June 16-18. Dr. Lee Ramsey Straub, 535 E. 70th St., New York 
21, Secretary. 

AMERICAN PuysicaL TrHernapy Association, Hotel Leamington, Minne- 
apoliz, June 21-26. Miss Annetta Comell Wood, 1790 Broadway, New 
York 19, Executive Director. 

AMERICAN ProctroLocic Society, Shelburne Hotel, Atlantic City, N. J., 
June 15-18. Dr. Norman D. Nigro, 10 Peterboro St., Detroit 1, Secretary. 

AMERICAN RueuMATISM AssociaTION, Mayflower Hotel, Washington, 
D. C., June 2-6. Dr. Edward F, Hartung, 580 Park Ave., New York 21, 
Secretary. 

AMERICAN THERAPEUTIC Socrety, Shelburne Hotel, Atlantic City, N. J., 
June 4-7. Dr. Oscar B. Hunter Jr., 915-19th St., N. W., Washington 6, 
D. C., Secretary. 

ASSOCIATION FOR RESEARCH IN OPHTHALMOLOGY, INc., Atlantic City, N. J., 
June 8-12. Dr, Lorand V. Johnson, 10515 Carnegie Ave., Cleveland 6, 
Secretary-Treasurer. 

Ipano Stare Mepicar Association, Sun Valley, June 14-17. Mr. Armand 
L. Bird, 364 Sonna Bldg., Boise, Executive Secretary. 

INTERMOUNTAIN PepraTric Soctery, Sun Valley, Idaho, June 26-28. Dr. 
J. R. Newton, Memorial Medical Center, 2000 S. 9th E., Salt Lake City, 
Utah, Publicity Chairman. 

INTERNATIONAL CARDIOVASCULAR SocreTy, NortH AMERICAN CHAPTER, 
Hotel Shelburne, Atlantic City, N.J., June 6. Dr. Paul T. DeCamp, 
3503 Prytania St., New Orleans, Secretary. 

Marne Mepicar Association, The Samoset, Rockland, June 21-23. Dr. 
Daniel F. Hanley, P.O. Box 240, Brunswick, Executive Director. 

Mepicat Liprary Association, King Edward-Sheraton Hotel, Toronto, 
Can., June 15-19. Miss Nettie A. Mehne, The Upjohn Co., Kalamazoo, 
Mich., Secretary. 

Society ror InvestTiGAtive Ritz Carlton Sheraton Hotel, 
Atlantic City, N.J., June 6-7. Dr. Herman Beerman, 255 S. 17th St., 
Philadelphia 3, Secretary. 

Society or BrococicaL Psycuiarry, Claridge Hotel, Atlantic City, N. J., 
June 13-14. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Secretary. 

Socrery or Nuciearn Mepicine, Palmer House, Chicago, June 18-20. 
Dr. Morris T. Friedell, 104 S. Michigan Ave., Chicago 3, Chairman, 
Press & Public Relations Committee. 

Sourn Dakota State Mepicat Association, Sheraton Johnson Hotel, 
Rapid City, June 20-23. Mr. John C. Foster, 300, Ist National Bank 
Bidg., Sioux Falls, Executive Secretary. 

Tue Enpocrine Society, Chalfonte-Haddon Hall, Atlantic City, N. J., 
June 4-6. Dr. Henry T. Turner, 1200 N. Walker St., Oklahoma City 3, 
Secretary. 

Upper MicniGAN Mepicat Society, Gateway, Land of Lakes, 
Wis., June 19-20. Dr. Richard D, Cecconi, Iron Mountain, Mich., Sec- 
retary. 

Wyomine Sratre Mepicat Association, Jackson Lake Lodge, Moran, 
June 11-14. Mr. Arthur R. Abbey, Box 2036, Cheyenne, Executive 
Secretary. 


J.A.M.A., June 6, 1959 


July 


AMERICAN Society or Piastic Suncery, New York City, July 17. 
Dr. Samuel M. Bloom, 123 E. 83rd St., New York 28, Secretary. 

AMERICAN Society or X-RAY TECHNICIANS, Shirley Savoy Hotel, Denver, 
July 4-9. Miss Genevieve J. Eilert, 16 14th St., Fond du Lac, Wis., 
Executive Secretary. 

Ornecon CaNnceR CONFERENCE, University of Oregon Medical School, 
Portland, July 16-17. Dr. Martin A. Howard, 1115 S.W. Taylor St., 
Portland 5, Ore., Chairman. 

Rocky Mountatn Cancer CONFERENCE, Brown Palace Hotel, Denver, 
July 22-23. Dr. N. Paul Isbell, 835 Republic Bldg., Denver 2, Chairman. 


August 


Amenican ConGress or PuysicaL MEDICINE AND REHABILITATION, Hotel 
Leamington, Minneapolis, Aug. 30-Sept. 4. Miss Dorothea C. Augustin, 
30 N. Michigan Ave., Chicago 2, Executive Secretary. 

AMERICAN Dietetic AssociATION, Statler Hilton, Los Angeles, Aug. 25-28. 
Miss Ruth M. Yakel, 620 N. Michigan Ave., Chicago 11, Executive 
Secretary. 

AMERICAN Hospitrat Association, Statler Hotel, New York City, Aug. 
24-27. Dr. Edwin L. Crosby, 18 E. Division St., Chicago, Director and 
Secretary. 

AMERICAN VETERINARY MEDICAL AssociATiION, Hotel Muehlebach, Kansas 
City, Mo., Aug. 24-28. H. E. Kingman Jr., D.V.M., 600 S. Michigan 
Ave., Chicago 5, Executive Secretary. 

BroLtocicaL PHoToGrApHic Association, INnc., Sheraton-Mount Royal 
Hotel, Montreal, Canada, Aug. 31-Sept. 3. Miss Jane H. Waters, Box 
1668, Grand Central P.O., New York 17, Executive Secretary. 

NATIONAL MEDICAL Association, Detroit, Aug. 10-13. Dr, John T. Givens, 
1108 Church St., Norfolk, Va., Secretary. 

Nevapa Srate Mepicar Association, Reno, Aug. 19-22. Dr. Gilbert G. 
Lenz, 505 S. Arlington Ave., Reno, Nev., Chairman. 

Rocky Mountain Rapro.ocicar Society, Shirley-Savoy Hotel, Denver, 
Aug. 20-22. Dr. John H. Freed, 4200 E. Ninth Ave., Denver 20, Secre- 
tary-Treasurer. 

West STATE MeEpicaL Association, The Greenbrier, White 
Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P. O. Box 1031, 
Charleston 24, Executive Secretary. 


September 


AMERICAN AssOCIATION OF MepiICcAL Sheraton-Blackstone Hotel, 
Chicago, Sept. 24-26. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., 
Executive Secretary. 

AMERICAN ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, The 
Homestead, Hot Springs, Va., Sept. 10-12. Dr. E. Stewart Taylor, 4200 
E. Ninth Ave., Denver 20, Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Mount Washing- 
ton Hotel, Bretton Woods, N. H., Sept. 24-26. Dr. William T. Fitts, Jr., 
3400 Spruce St., Philadelphia 4, Secretary. 

AMERICAN COLLEGE OF GASTROENTEROLOGY, Biltmore Hotel, Los Angeles, 
Sept. 19-26. Mr. Daniel Weiss, 33 W. 60th St., New York 23, N. Y., 
Executive Director. 

AMERICAN COLLEGE OF SURGEONS, The Traymore Hotel, Atlantic City, 
N. J., Sept. 28-Oct. 2. Dr. Paul R. Hawley, 40 E. Erie St., Chicago 11, 
Director. 

AMERICAN COLLEGE OF SURGEONS, OHIO CHAPTER, Statler Hotel, Cleve- 
land, Sept. 11-12. Dr. Berton M. Bogle, 311 S. Market, Troy, Ohio, 
Secretary-Treasurer. 

AMERICAN ROENTGEN Ray Society, The Netherland Hilton Hotel, Cin- 
cinnati, Sept. 22-25. Dr. C. Allen Good, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN Society OF CLINICAL PaTHoLocists, The Palmer House, Chi- 
cago, Sept. 7-11. Mr. Claude E. Wells, 2052 N. Orleans, Chicago 14, 
Executive Secretary. 

CENTRAL ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, Drake 
Hotel, Chicago, Sept. 24-26. Dr. Edwin J. DeCosta, 104 S. Michigan 
Ave., Chicago 3, Secretary. 

COLLEGE OF AMERICAN PaTHoLocists, The Palmer House, Chicago, Sept. 
6. Dr. Arthur H. Dearing, Suite 2115, Prudential Plaza, Chicago 1, 
Executive Director. 

CoLonapo State Mepicat Society, Brown Palace and Shirley Savoy 
Hotels, Denver, Sept. 8-11. Mr. Harvey T. Sethman, 835 Republic Bldg., 
Denver 2, Executive Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, TENNESSEE SECTION, Chatta- 
nooga, Sept. 28-29. Dr. William G. Stephenson, Medical Arts Bldg., 
Chattanooga, Tenn., Regent. 

Kentucky State Mepicat Association, Columbia Auditorium, Louis- 
ville, Sept. 22-24. Mr. Joseph P. Sanford, 1169 Eastern Pkwy., Louis- 
ville 17, Ky., Executive Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Semi- 
annual Meeting. Ocean City, Sept. 18. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore 1, Executive Secretary. 

MeEpicAL ProGress Ass—EMBLy, Tutwiler Hotel, Birmingham, Ala., Sept. 
13-15. Dr. Herbert H. Thomas, 920 S. 19th St., Birmingham, Ala., 
Chairman, Publicity Committee. 

MicHiIGAN STATE MeEpicaL Society, Pantlind Hotel, Grand Rapids, Sept. 
28-29, Oct. 1-3. Mr. William J. Burns, 606 Townsend St., Lansing 15, 
Mich., Executive Secretary. 

Mip-ConTINENT PsycuiatTric Association, Holiday Inn Motor Hotel, 
St. Louis County, Mo., Sept. 18-20. Dr. W. Payton Kolb, Baptist Medi- 
cal Arts Bldg., Little Rock, Ark., Secretary. 

MonTANA MeEpicat Association, Finlen Hotel, Butte, Sept. 17-19. Mr. 
L. Russell Hegland, 1236 N. 28th St., Billings, Mont., Executive 
Secretary. 

NATIONAL RECREATION CoNnGRESS, Morrison Hotel, Chicago, Sept. 28- 
Oct. 2. Mr. Jesse Reynolds, Department of Recreation and Parks, The 
Mosque, Laurel and Main Streets, Richmond 20, Va., Chairman. 

NortnH AMERICAN FEDERATION, INTERNATIONAL COLLEGE OF SURGEONS, 
Chicago, Sept. 13-17. For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

(Continued on page 30) 
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THE HEART DISEASE PATIENT 
NEEDS RELIEF FROM 
EMOTIONAL 
STRESS 


ANXIETY INTENSIFIES the physical dis- 
order in heart disease. ““The prognosis 
depends largely on the ability of the phy- 
sician to control the anxiety factor, as well 


as the somatic disease.” 
(Friedlander, H. S.: The role of ataraxics in cardiology. 
Am, J. Cardiol. 1:395, March 1958.) 


Miltown 


meprobamate (Wallace) 

Available in 400 mg. scored and 200 mg. sugar-coated 
tablets. Also available as MEPROSPAN* (200 mg. 
meprobamate continuous release capsules). In com- 
bination with a nitrate, for angina pectoris: 
MILTRATE* (Miltown 200 mg. + PETN 10 mg.). 


*TRADE-MARK cm-8276 


TTRANQUILIZATION WITH MILTOWN en- 
hances recovery from acute cardiac epi- 
sodes and makes patients more amenable 
to necessary limitations of activities. 


(Waldman, S. and Pelner, L.: Management of anxiety 


associated with heart disease. Am. Pract. & Digest Treat. 
8:1075, July 1957.) 


Miltown causes no adverse eflects on 
heart rate, blood pressure, respira- 
tion or other autonomic functions. 


Qi} WALLACE LABORATORIES, New Brunswick, N. J. 
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Fostex’ 


treats their acne while they wash 


degreases the skin 


dries and peels the skin 


Patients wash acne skin with Fostex instead of using 
soap. Fostex washes off excess oil. It unblocks 
pores by penetrating and softening blackheads. It 
dries and peels the skin, removing papule coverings, 
thus permitting drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of sur- 
face-active wetting agents with remarkable antiseb- 
orrheic, keratolytic and antibacterial actions ... 
enhanced by sulfur 2%, salicylic acid 2%, hexa- 
chlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl ary! polyether sulfonate 
and sodium dioctyl sulfosuccinate. 


FOSTEX CREAM FOSTEX CAKE 
4,5 oz. jars bar form 


Write for samples 


WESTWOOD PHARMACEUTICALS 


Buffalo 13, New York 


MEETINGS 


J.A.M.A., June 6, 1959 


Orecon State Society, Medford Hotel, Medford, Sept. 23-25. 
Mr. Roscoe K. Miller, 1115 S. W. Taylor St., Portland 5, Ore., Executive 
Secretary. 

TENNESSEE VALLEY MepicaL AssEMBLY, Chattanooga, Tenn., Sept. 28-29. 
Dr. Guy M. Francis, 109 Medical Arts Bldg., Chattanooga 2, Tenn., 
Chairman. 

Unrrep States SECTION, INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Sept. 13-17. Dr. Ross T. McIntyre, 1516 Lake Shore 
Dr., Chicago 10, Executive Secretary. 

Uran State Mepicar Association, Hotel Utah Motor Lodge, Salt Lake 
City, Sept. 16-18. Mr. Harold Bowman, 42 S. 5th East, Salt Lake City 2, 
Executive Secretary. 

Wasuincton State Mepicar Association, Olympic Hotel, Seattle, Sept. 
13-16. Mr. Ralph W. Neill, 1309 Seventh Ave., Seattle 1, Executive 
Secretary. 

Worup Mepica Association, Montreal, Canada, Sept. 7-12. Dr. Louis H. 

Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


AcapeMy or PsycHosoMatic MepicrnE, Sheraton-Cleveland Hotel, Cleve- 
land, Oct. 15-17. For information write: Dr. Bertram B. Moss, Suite 
1035, 55 E. Washington St., Chicago 2, Secretary. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, The 
Palmer House, Chicago, Oct. 11-16, Dr. William L. Benedict, 15 Sec- 
ond St., S$. W., Rochester, Minn., Executive Secretary. 

AMERICAN ACADEMY OF PepraTrics, The Palmer House, Chicago, Oct. 
5-8. Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, IIL, 
Executive Secretary. 

AMERICAN AssOCIATION OF MEDICAL AssISTANTS, Benjamin Franklin 
Hotel, Philadelphia, Oct. 16-18. Mrs. Stella Thurnau, 510 N. Dearborn, 
Room 924, Chicago 10, Executive Secretary. 

AMERICAN ASSOCIATION OF MeEpIcaL REcorpD LiprariAns, Radisson Hotel, 
Minneapolis, Oct. 12-15. Miss Margaret G. Scully, 510 N. Dearborn St., 
Chicago 10, Director. 

AMERICAN COLLEGE oF Cuest 25th Anniversary Homecom- 
ing Meeting, Albuquerque, N. M., Oct. 14-17. Mr. Murray Kornfeld, 
112 E. Chestnut St., Chicago 11, Executive Director. 

AMERICAN COLLEGE OF PREVENTIVE MEDICINE, Hotel Ambassador, At- 
lantic City, N. J., Oct. 21-22. Dr. John J. Wright, P. O. Box 1267, 
Chapel Hill, N. C., Secretary-Treasurer. 

AMERICAN HEART AssocraTIon, Trade and Convention Center, Philadel- 
phia, Oct. 23-27. Mr. William F. McGlone, 44 E. 23rd St., New York 
10, Secretary. 

American Mepicat Wrirers’ Association, Chase Hotel, St. Louis, Oct. 
2-3. Dr. Harold Swanberg, 510 Maine St., Quincy, IIl., Secretary. 

AMERICAN OTorHINOLOGIC SocreTY FOR PLasTic SuRGERY, INc., Conrad 
Hilton Hotel, Chicago, Oct. 11. Dr. Joseph G. Gilbert, 75 Barberry Lane, 
Roslyn Heights, N. Y., Secretary. 

AMERICAN AssocriaTIon, Detroit Divisional Meeting, Hotel 
Statler, Detroit, Oct. 29-31. Dr. Benjamin Jeffries, 16321 Mack Ave., 
Detroit 24, Co-Chairman, Planning Committee. 

AMERICAN Pusiic HEALTH AssociATION, Convention Hall, Atlantic City, 
N. J., Oct. 19-23. Dr. Berwyn F. Mattison, 1790 Broadway, New York 
19, N. Y., Executive Director. 

AMERICAN ScHooL HEALTH AssociATIoN, Claridge Hotel, Atlantic City, 
N. J., Oct. 18-23. Dr. A. O. DeWeese, 515 E. Main St., Kent, Ohio, 
Executive Secretary. 

AMERICAN SocrETY OF ANESTHESIOLOGISTS, INc., Americana Hotel, Bal 
Harbor, Fla., Oct. 5-9. Mr. John W. Andes, 188 W. Randolph St., 
Room 1101, Chicago 1, Executive Secretary. 

AMERICAN Socrety or Factat Piastic Surcery, Chicago, Oct. 15-17. 
Dr. Samuel M. Bloom, 123 E. 83rd St., New York 28, Secretary. 

AMERICAN Society or PLastic AND RECONSTRUCTIVE SURGERY, Hotel 
Fountainebleau, Miami Beach, Fla., Oct. 18-23. Dr. Thomas Ray Broad- 
bent, 508 E. South Temple, Salt Lake City, General Secretary. 

AMERICAN SocIETY OF TROPICAL MEDICINE AND HyGrENE, Claypool Hotel, 
Indianapolis, Oct. 28-31. Dr. Rolla B. Hill, 3575 St. Gaudens Road, 
Miami 33, Fla., Executive Secretary. 

AssociATION OF Lire INSURANCE MEeEpIcAL Directors oF AMERICA, 
Hotel Statler Hilton, New York City, Oct. 21-23. Dr. Royal S. Schaaf, 
Prudential Insurance Co., P. O. Box 594, Newark 1, N. J., Secretary. 

ASSOCIATION OF MEDICAL ILLUsTRATORS, Seattle, Oct. 5-7. Miss Rose M. 
Reynolds, University of Nebraska College of Medicine, 42nd Dewey 
Ave., Omaha 5, Corresponding Secretary. 

CENTRAL NEvuROPSYCHIATRIC AssocIATION, Hotel Roosevelt, New Orleans, 
Oct. 16-17. Dr. Ralph M. Patterson, Columbus Psychiatric Institute, 
473 W. 12th Ave., Columbus 10, Ohio. 

Concress or NEUROLOGICAL SURGEONS, Americana Hotel, Miami, Fla., 
Oct. 28-81. Dr. Richard L. DeSaussure, Suite 101 B, 20 S. Dudley St., 
Memphis, Tenn., Secretary-Treasurer. 

DELAWARE, MepicaL Society or, Oct. 14-15. Mr. Lawrence J. Morris Jr., 
621 Delaware Ave., Wilmington 1, Del. 

INDIANA STATE MEDICAL AssocIATION, Murat Temple, Indianapolis, Oct. 
6-9. Mr. James A. Waggener, 1021 Hume Mansur Bldg., Indianapolis 4, 
Executive Secretary. 

New Hampsuire MeEpicat Socrety, Equinox House, Manchester, Vt., 
Oct. 1-4. Mr. Hamilton S, Putnam, 18 School St., Concord, N. H., 
Executive Secretary. 

PENNSYLVANIA, MEDICAL SocrIETY OF THE STATE OF, Penn-Sheraton Hotel, 
Pittsburgh, Oct. 18-23. Mr. Lester H. Perry, 230 State St., Harrisburg, 
Pa., Executive Director. 

VERMONT STATE MEDICAL Socrery, Equinox House, Manchester, Oct. 1-4. 
Mr. Getty Page, 128 Merchants Row, Rutland, Vt., Executive Secretary. 

Vincinia, Mepicar Society or, Hotel Roanoke, Roanoke, Oct. 4-5. Mr. 
Robert I, Howard, 4205 Dover Rd., Richmond 21, Va. 

WestTeRN INpUsTRIAL MepicaL AssociaTION, INc., Statler Hotel, Los 
Angeles, Oct. 2-3. Dr. A. C. Remington, 9851 Sepulveda Blvd., Los 
Angeles 45, Secretary. 


(Continued on page 32) 
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A good day’s work without fear of angina 
...on Metamine’ Sustained, b.1.d. 


This normally active angina patient who can do a 
satisfying day’s work without discomfort or the 
dread of a severe attack is typical of those con- 
trolled by METAMINE® SUSTAINED—aminotrate 
phosphate, 10 mg. (Leeming). A simple protective 
medication (1 tablet on arising and 1 before the 
evening meal), METAMINE SUSTAINED eliminates 
anginal episodes altogether, or greatly reduces their 
severity and frequency. Many patients refractory 
to other drugs of this type are aided by 
METAMINE SUSTAINED.? 


Moreover, relative freedom from side effects typical 
of many cardiac nitrates (headache, nausea, hypo- 


tension) permits angina-preventive medication with 
METAMINE SUSTAINED for indefinite periods. And, 
when you prescribe METAMINE SUSTAINED, b.i.d., 
your angina patient will need less nitroglycerin and 
thus remain fully responsive to this vital emer- 
gency medication. 

Supplied: bottles of 50 and 500 sustained-release tablets. 
Also: METAMINE (2 mg.); METAMINE (2 mg.) WITH 
BUTABARBITAL (14 gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 mg.) 
SUSTAINED WITH RESERPINE (0.1 mg.). 


That. Leeming Co Ine New York 17. 


1, Eisfelder, H.W.: Case history 18/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 
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margarine 
designed 


lowering 
cholesterol 


KMDEK 


margarine 


a delicious spread + a superb shortening 


Clinical trials! demonstrate that Emdee Margarine, 
substituted for other spreads and shortenings in the 
daily diet, helps supply the linoleic acid needed to 
reduce cholesterol levels. Eighty per cent of Emdee 
Margarine’s fat content is pure corn oil which is not 
hydrogenated but specially processed* to preserve its 
naturally high content of linoleic acid. 

Patients whose intake of saturated fats must be 
restricted will find Emdee Margarine a welcome addi- 
tion to their diets. Moreover, the appealing flavor, 
color and smooth texture of Emdee Margarine will 
appeal to the whole family—making preparation of 
separate meals for one member of the household 


ey: Available in 1 lb. can, at pharmacies only. 


References: 1. Terman, L. A.: Dietary of 
Geriatrics aan (Feb.j 1959. 2. Boyer, P. A.; Lowe, J Gardier, R. 

and Ralston, J. 0.: Effect of a practical di y regimen on serum cholesterc 
level, J.A. M A. 170: On (May 16) a 3. Vail, am E.: Cooking with fats 
high in polyunsaturated fatty acids, J. Am. ‘Dietet. A. 35:119 (Feb.) 1959. 
Reprints of these references are available on tant 


*U.S. PATENT No. 2,890,959. 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, IND. 


J.A.M.A., June 6, 1959 


MEETINGS 


Western Ontnorepic Association, Brown Palace Hotel, Denver, Oct. 
18-22. Vi Mathiesen, 354 2Ist St., Oakland 12, Calif., Executive 
Secretary. 


November 


AMERICAN AssociIATION OF BLoop Banks, Edgewater Beach Hotel, Chi- 
cago, Nov. 4-7. Dr. John B. Alsever, Southwest Blood Banks, 1211 W. 
Washington St., Phoenix, Ariz., Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL AssocIATION, The Homestead, 
Hot Springs, Va., Nov. 2-4. Dr. F. Tremaint Billings, 420 Medical Arts 
Bidg., Nashville, Tenn., Secretary. 

AMERICAN FRACTURE AssociaTION, Roosevelt Hotel, New Orleans, Nov. 
1-5. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bloomington, IIl., 
Executive Secretary. 

AMERICAN MepicaL WoMEN’s AssociaTIon, Arlington Hotel, Hot Springs, 
Ark., Nov. 12-15. Mrs. Lillian T. Majally, 1790 Broadway, New York 19, 
Executive Secretary. 

ASSOCIATION OF AMERICAN Mepicat CoLieces, Edgewater Beach Hotel, 
Chicago, Nov. 2-4. Dr. Ward Darley, 2530 Ridge Ave., Evanston, IIL, 
Executive Director. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Mayflower 
Hotel, Washington, D. C., Nov. 8-11. Lt. Col. George M. Beam, AUS, 
Ret., Suite 718, New Medical Bldg., 1726 Eye St., N. W., Washington 
6, D. C., Executive Secretary. 

Socrety ror Researcu, Drake Hotel, Chicago, Nov. 
6-7. Dr. Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, Secretary. 

CONFERENCE ON ELECTRICAL TECHNIQUES IN MEDICINE AND BIOLOGY, 
Sheraton Hotel, Philadelphia, Nov. 10-12. Dr. Herman P. Schwan, Moore 
School of Electrical Engineering, University of Pennsylvania, Philadel- 
phia, Chairman. 

District or Co.tumsiA, Mepicat Society or, Statler-Hilton Hotel, Wash- 
ington, D. C., Nov. Mr. Theodore Wiprud, 1718 M Street, N. W., 
Washington 6, D. C. 

GASTROENTEROLOGY REsEARCH Group, Drake Hotel, Chicago, Nov. 6. 
For information write Dr. Charles F. Code, Mayo Clinic, Rochester, Minn. 

GERONTOLOGICAL Society, INc., Statler Hotel, Detroit, Nov. 12-14. Mrs. 
Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Administrative 
Secretary. 

IntTER-Socirety Cyto.ocy Councin, Statler Hilton Hotel, Detroit, Nov. 
19-21. Dr. Paul A. Younge, 1101 Beacon St., Brookline 46, Mass., 
Secretary-Treasurer. 

INTERSTATE PosTGRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
The Palmer House, Chicago, Nov. 2-5. Mr. Roy T. Ragatz, Box 1109, 
Madison 1, Wis., Executive Secretary. 

MicuiGAN ACADEMY OF GENERAL Practice 13TH ANNUAL Fatt Post- 
GRADUATE C.inic, Sheraton-Cadillac Hotel, Nov. 11-12, Detroit, Nov. 
11-12, Dr. F. P. Rhodes, 970 Maccabees Building, Detroit 2, Immediate 
Past-President. 

Nationat Procrotocic Association, Chicago, Nov. Dr. George E. 
Mueller, 59 E. Madison, Chicago 2, Secretary. 

NATIONAL Socrety ror CripPpLep CHILDREN AND ApuLTs, Palmer House, 
Chicago, Nov. 29-Dec. 2. Dr. Dean W. Roberts, 2023 W. Ogden Ave., 
Chicago 12, Executive Director. 

Omana Mip-West Socretry, Civic Auditorium, Omaha, Nov. 
2-5. Mrs. Reta M. Crowell, 1031 Medical Arts Bldg., Omaha 2, Execu- 
tive Secretary. 

Puerto Rico MeEpicaL Association, Santurce, Nov. 24-28. Mr. J. A. 
Sanchez, Box 9111, Santurce 29, Puerto Rico, Executive Secretary. 
RapIoLocicaL Society or Nortu America, Inc., Palmer House, Chicago, 
Nov. 15-20. Dr. Donald S, Childs, 713 E. Genesee St., Syracuse 2, 

N. Y., Secretary-Treasurer. 

SocreTy FOR THE ScreNTIFIC Stupy or Sex, Barbizon Plaza Hotel, New 
York City, Nov. 7. Mr. Robert V. Sherwin, Suite 704, 1 E. 42nd St., 
New York 17, Executive Secretary. 

SouTHERN MEDICAL AssociATIon, Atlanta, Nov. 16-19. Mr. V. O. Foster, 
2601 Highland Ave., Birmingham 5, Ala., Executive Secretary-Treasurer. 

WEsTERN SURGICAL ASSOCIATION, The Broadmoor, Colorado Springs, Colo., 
Nov. 19-21. Dr. John T. Reynolds, 612 N. Michigan Ave., Chicago 11, 
Secretary. 

December 

New York Heart Association, Symposium on Salt and Water Metabo- 
lism, Biltmore Hotel, New York City, Dec. 11-12. Dr. Alfred P. Fishman, 
N. Y. Heart Association, 10 Columbus Circle, New York City, Chairman. 


1960 


January 

AMERICAN ACADEMY OF ALLERGY, Hollywood Beach Hotel, Hollywood- 
by-the-Sea, Fla., Jan. 11-13. Mr. James O. Kelley, 756 N. Milwaukee 
St., Milwaukee 2, Wis., Executive Secretary. 

AMERICAN ACADEMY OF OrTHOPAEDIC SuRGEONS, The Palmer House, 
Chicago, Jan. 23-28. Mr. John K. Hart, 116 S. Michigan, Chicago 3, 
Executive Secretary. 

Nortuwest Society ror ResEarcn, Seattle, Jan. 9. Dr. John 
R. Hogness, 721 Minor Ave., Seattle 4, Secretary-Treasurer. 


February 


AMERICAN ACADEMY oF OccUPATIONAL MeEpicINE, Williamsburg Inn, 
Williamsburg, Va., Feb. 10-12. Capt. Lloyd B. Shone, Bureau of Medi- 
cine and Surgery, Navy Dept., Washington 25, D. C., Secretary. 

AmeERICcAN COLLEGE or ALLERGISTS, INc., Americana Hotel, Bal Harbour, 
Miami Beach, Fla., Feb. 28-Mar. 5. Mr. Eloi Bauers, 2160 Rand Tower, 
Minneapolis 2, Executive Vice-President. 

AMERICAN COLLEGE oF RADIOLOGY, Roosevelt Hotel, New Orleans, Feb. 
8-6. Mr. William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive 
Director. 

AMERICAN OrnTHOPSYCHIATRIC ASSOCIATION, INC., Sherman Hotel, Chicago, 
Feb. 25-27. Marion F. Langer, Ph.D., 1790 Broadway, New York 19, 
Executive Secretary. 

CauirorniA MEDICAL Association, Ambassador Hotel, Los Angeles, Feb. 
21-24. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 


(Continued on page 34) 
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alum precipitated pyridine-ivy extract suspended in saline solution 


PROVIDES 

SEASON-LONG 
TO POISON IVY 
AND POISON OAK | 


\ 


Good to excellent results — up to 93% of cases.!-6 “i 
**... superior to either alcohol/ether or the oil resorption materials because of the ease of its 1 
administration, its concentrated dosage, and its more effective clinical results along with lessened ¥ 
possibility of exacerbations of symptoms. . .’’.2 
Well tolerated — non-irritating a 
even when administered to children. . 
HOW SUPPLIED In a combination package containing one 5 cc. vial of a 1:50 dilution (0.3 mg./cc.) and 
one 10 cc. vial of a 1:5 dilution (3.0 mg./cc.) (administration sufficient for at least 3 patients) 
REFERENCES 1. Gaillard, G. E.: New York J. Med. 56:14, 1956 
>. Passenger, R. E., Spain, W. C. and Strauss, M. B.: J. Allergy 27: 409-423, 1956 
3. Fontana, V. J.: GP 10:47, 1954 
4. Gaillard, G. £ J. Allergy 21:55, 1950 
5. Strauss, M. B. and Spain, W. C.: J. Allergy 17: 1-10, 1946 
6. Neidorff, H. A.: Personal Communication 
Also available as AQUA IVY, AP® TABLETS for oral prophylaxis in bottles of 100 tablets of 0.6 mg. each. 
Each tablet contains 0.6 mg. dry alum precipitated pyridine-ivy. 
Literature on request —- WRITE TO DEPT. A 
10 East 40th Street, New York 16, N. Y. 
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Surncican Association, Drake Hotel, Chicago, Feb. 18-20. 
Dr. Angus D. McLachlin, Victoria Hospital, London, Ont., Canada, 
Secretary. 

Socrery or Univensrry Sunceons, Minneapolis, Feb. 11-13. Dr. Ben 
Eiseman, 4200 E. Ninth Ave., Denver 20, Secretary. 


March 


Amenican Association, Deauville Hotel, 
Miami Beach, Fla., Mar. 15-16, Dr. F. Johnson Putney, 1712 Locust 
St., Philadelphia 3, Secretary. 

Amenican Acapemy or Generar Practice, Philadelphia, Mar. 19-24. 
Mr. Mac F. Cahal, Volker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Director. 

AMERICAN LARYNGOLOGICAL AssociATION, Deauville Hotel, Miami Beach, 
Fla., Mar. 18-19. Dr. Lyman Richards, Massachusetts Institute of Tech- 
nology, Cambridge 39, Mass., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY, 
Inc., Deauville Hotel, Miami Beach, Fla., Mar. 15-17. Dr, C. Stewart 
Nash, 708 Medical Arts Bidg., Rochester 7, N. Y., Secretary. 

Amenican Oro.ocicat Society, Deauville Hotel, Miami Beach Fila., 
Mar, 13-14, Dr. Lawrence R. Boies, University Hospital, Mi poli 
14, Minn., Executive Secretary-Treasurer. 

Amenican Ororninococic Socrty ror Piastic Suncery, Inc., Deau- 
ville Hotel, Miami Beach, Fla., Mar. 6-13. Dr. Joseph G. Gilbert, 75 
Barberry Lane, Roslyn Heights, N. Y., Secretary. 

AMERICAN PsycHosomMatic Sociery, Sheraton-Mount Royal Hotel, Mont- 
real, Mar. 26-27. Miss Joan K. Erpf, 265 Nassau Rd., Roosevelt, N. Y., 
Executive Assistant. 

Amernican Raprum Socrery, Caribe Hilton Hotel, San Juan, Puerto Rico, 
Mar, 17-19. Dr. Robert L. Brown, Robert Winship Clinic, Emory Uni- 
versity, Atlanta 22, Ga., Secretary. 

Nationa Heauta Councit, Nationa Heartn Forum, Miami, Fila., 
Mar. 13-18. Mr. Philip E. Ryan, 1790 Broadway, New York 19, Execu- 
tive Director. 

NATIONAL Muttipte Scienosis Socrery, New York City, Mar. 8. Mr. 
Donald Vail, 257 Fourth Ave., New York 10, Secretary. 

Nevunosuncicat Socrmry or AmMenica, Del Monte Lodge, Calif., Mar. 30- 
Apr. 2. Dr. Raymond K. Thompson, 803 Cathedral St., Baltimore 1, 
Secretary. 

SOUTHEASTERN SunGcicAL Concnress, Roosevelt Hotel, New Orleans, Mar. 
21-24. Dr. B. T. Beasley, 1032 Hurt Bldg., Atlanta 3, Ga., Executive 
Secretary. 

SOUTHWESTERN SunGcIcAL Concnress, Riviera Hotel, Las Vegas, Nev., Mar. 
28-31. Miss Mary O'Leary, 1213 Medical Arts Bldg., Oklahoma City, 
Okla., Executive Secretary. 


April 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Admiral Semmes 
Hotel, Mobile, Apr. 21-23. Mr. W. A. Dozier Jr., 19 S. Jackson St., Mont- 
gomery 4, Executive Secretary. 

American ACADEMY Or Neurno.ocy, Eden Roc Hotel, Miami, Fla., Apr. 
25-30. Mrs. J. C. McKinley, 4307 E. 50th St., Mi lis 17, E tive 
Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Statler-Hilton, New York City, 
Apr. 11-16. Dr. Louis B. Flexner, Dept. of Anatomy, School of Medicine, 
Univ. of Pa., Philadelphia 4, Secretary-Treasurer. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Chicago, Apr. 11-15. Dr. 
Calderon Howe, Columbia Univ, College of Physicians and Surgeons, 
New York 22, Secretary-Treasurer. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Hotel 
Peabody, Memphis, Tenn., Apr. 28-30. Dr. Russell L. Holman, Dept. 
of Pathology, L. S. U. School of Medicine, New Orleans, La., Secretary. 

AMERICAN ASSOCIATION OF Ratmway Surceons, Drake Hotel, Chicago, 
Apr. 7-9. Mr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Executive Secretary. 

AMERICAN COLLEGE OF OxnsTETRICIANS AND GyNECOLOGISTS, Netherland 
Hilton Hotel, Cincinnati, Apr. 2-6. Mr. Donald F. Richardson, P. O. 
Box 749, Chicago 90, Executive Secretary. 

Amernican or Puysici1ans, Mark Hopkins & Fairmont, San Fran- 
cisco, Apr. 4-9. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, 
Executive Secretary. 

AMERICAN GASTROENTEROLOGICAL ASSOCIATION, Roosevelt Hotel, New 
Orleans, April 1-2. Dr. Franz J. Ingelfinger, 65 E. Newton St., Boston 
18, Secretary. 

AMERICAN PuystoLocicaL Society, Chicago, Apr. 11-15. Ray G. Daggs, 
D.Se., 9650 Wisconsin Ave,, Washington 14, D. C., Executive Secretary. 

Amenican Pusiic Heatta Association, Southern Branch, Memphis, 
Tenn., Apr. 13-15. Dr. L. M. Graves, Shelby County Health Depart- 
ment, Memphis, Tenn., Chairman, Local Arrangements Committee. 

AMERICAN Society or BioLocicaL Cuemausts, INc., Chicago, Apr. 11-16. 
Dr. Frank W. Putnam, Dept. of Biochemistry, Univ. of Florida, Gaines- 
ville, Secretary. 

AMERICAN SocreTy or INTERNAL Mepicine, Mark Hopkins Hotel, San 
Francisco, Apr. 1-3. Mr. Robert L. Richards, 350 Post St., San Francisco 
8, Executive Director. 

AMERICAN Socrety ror PHARMACOLOGY AND EXPERIMENTAL THERA- 
peutics, Inc., Chicago, April. Dr. Karl H. Beyer Jr., Merck Sharp and 
Dohme Research Labs., West Point, Pa., Secretary. 

AMERICAN Society For THE Stupy or Stenitity, Sheraton-Gibson Hotel, 
Cincinnati, Apr. 1-3. Dr. Herbert H. Thomas, 920 S, 19th St., Birming- 
ham 5, Ala., Executive Secretary. 

AMERICAN SunGicAL Association, The Greenbrier, White Sulphur Springs, 
W. Va., Apr. 3-6. Dr. W. A. Altemeier, Cincinnati General Hospital, 
Cincinnati 29, Secretary. 

ARKANSAS MeEpicaL Society, Pine Bluff, Apr. 18-20. Mr. Paul C. Schaefer, 
218 Kelley Bidg., Fort Smith, Ark., Executive Secretary. 

Fronma Mepicar Association, Robert Meyer Hotel, Jacksonville, Apr. 
8-12. Mr. W. Harold Parham, 735 Riverside Ave., Jacksonville 3, Fla., 
Executive Director. 

Hawau Mepicar Association, Apr. 28-May 1. Mr. Lee McCaslin, 510 S. 
Beretania, Honolulu 13, Executive Secretary. 

InpusTaiAL Mepicat Association, Rochester, N. Y., Apr. 26-29. Mr. 

Clark D. Bridges, 28 E. Jackson Blvd., Chicago 4, Managing Director. 


J.A.M.A., June 6, 1959 


Iowa Mepicat Socrery, Savery Hotel, Des Moines, Apr. 24-27. 
Mr. Donald L. Taylor, 529 36th St., Des Moines 12, Iowa, Executive 
Director. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, The 
Alcazar, Baltimore, Apr. 20-22. Mr. John Sargeant, 1211 Cathedral St., 
Baltimore 1, Executive Secretary. 

Norra Dakota State Mepicat Association, Dacotah Hotel, Grand 
Forks, Apr. 30-May 3. Mr. Lyle A. Limond, Box 1198, Bismarck, N. D., 
Executive Secretary. 

TENNESSEE STATE MeEpicaL AssociATION, The Maxwell House, Nashville, 
Apr. 10-13. Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5, Tenn., 
Executive Director. 

Texas Mepicat Association, Hotel Texas, Fort Worth, Apr. 9-12. Mr. 
C. Lincoln Williston, 1801 N. Lamar Blvd., Austin, Texas, Executive 
Secretary. 

May 

AEROSPACE MepicaAL Association, Americana Hotel, Bal Harbour, Fla., 
May 9-11. Dr. William J. Kennard, Aerospace Medical Association, 
Washington Natl. Airport, Washington 1, D. C., Secretary-Treasurer. 

AMERICAN AssocIATION oF GeENITO-UnINARY SURGEONS, Dearborn Inn, 
Dearborn, Mich., May 11-13. Dr. William J. Engel, 2020 E. 93rd St., 
Cleveland 6, Secretary. 

AMERICAN FEDERATION FOR CLIniIcAL Reseancu, Chalfonte-Haddon Hall, 
Atlantic City, N.J., May 2. Mr. James E. Bryan, 250 W. 57th St., New 
York 19, Executive Secretary. 

AMERICAN Pepiatric Society, New Ocean House, Swampscott, Mass., 
May 5-6. Dr. Aims C. McGuinness, 2800 Quebec St., N. W., Washington 
8, D. C., Secretary-Treasurer. 

AMERICAN Psycutatric AssociaTiIon, Inc., Hotel Traymore, Atlantic City, 
N. J., May 9-13. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City 15, Utah, Secretary. 

AMERICAN SocreTy FoR CLINICAL INVESTIGATION, Haddon Hall, Atlantic 
City, N. J., May 1-2. Dr. Saul J. Farber, N. Y. U. College of Medicine, 
550 First Ave., New York 16, Secretary. 

AMERICAN Urno.ocicat Association, Inc., The Palmer House, Chicago, 
May 16-19. Mr. William P, Didusch, 1120 N. Charles St., Baltimore 1, 
Executive Secretary. 

ASSOCIATION OF AMERICAN Puysic1ANns, Haddon Hall, Atlantic City, N. J., 
May 3-4. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New 
Haven 11, Conn., Secretary. 

LovistaNa STATE Mepicat Society, Capitol House, Baton Rouge, May 
2-4. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Secretary- 
Treasurer. 

Mississipp1 STATE MEDICAL AssociATiION, Hotel Heidelberg, Jackson, May 
10-12. Mr. Rowland B. Kennedy, P.O. Box 4606, Fondren Station, 
Jackson, Miss., Executive Secretary. 

New Jersey, Mepicat Society or, Chalfonte-Haddon Hall, Atlantic City, 
May 14-18. Mr. Richard I. Nevin, P. O. Box 904, Trenton 5, N. J., 
Executive Officer. 

New Mexico Mepicau Society, Western Skies Hotel, Albuquerque, May 
10-13. Mr. Ralph R. Marshall, 220 First National Bank, Albuquerque, 
N. M., Executive Secretary. 

Mepicar Society, Hotel Sir Walter, Raleigh, May 1-4. 
Mr. James T. Barnes, Capital Club Bldg., Raleigh, N. C., Executive 
Secretary. 

Stare Mepicat Association, Sheraton Cleveland, Cleveland, week 
of May 15. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, Execu- 
tive Secretary. 

OxianoMa State Mepicar Association, Oklahoma City, May 1-4. Mr. 
R. H. Graham, 601 N. W. Expressway, Oklahoma City, Okla., Executive 
Secretary. 

Socrery oF AMERICAN Bellvue-Stratford. Hotel, Phila- 
delphia, May 1-5. Dr. E. M. Foster, 311 Bacteriology, U. of Wisconsin, 
Madison 6, Secretary. 

Society or PepiatTric Researncu, New Ocean House, Swampscott, Mass., 
May 3-5. Dr. Clark D. West, The Children’s Hospital, Cincinnati 29, 
Secretary. 

Sourn Carotina Mepicat Association, Ocean Forest Hotel, Myrtle 
Beach, May 17-19. Mr. M. L. Meadors, 309 W. Evans St., Florence, 
S.C., Executive Secretary. 

SrupENT AMERICAN MEpICAL AssociATION, Statler-Hilton Hotel, Los 
Angeles, May 5-8. Mr. R. F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Director. 

Wisconsin, State Mepicat Society or, Hotel Schroeder, Milwaukee, 
May 3-5. Mr. C. H. Crownhart, 330 E. Lakeside St., Madison 5, Wis., 
Secretary. 

July 


AMERICAN GorreR AssociATION, Royal College of Surgeons, London, Eng- 
land, July 5-9. Dr. John C, McClintock, 149} Washington Ave., Albany 
10, N. Y., Secretary. 


INTERNATIONAL AND FOREIGN 
1959 
June 


CANADIAN ASSOCIATION OF PHYSICAL MEDICINE AND REHABILITATION 
(77H ANNUAL MEETING), Lord Nelson Hotel, Halifax, N. S., June 4-6. 
Dr. M. Mongeau, 6265 Hudson Rd., Montreal 26, Que., Secretary. 

CANADIAN FEDERATION OF BIOLOGICAL Societies (CANADIAN PHYSIOLOGI- 
cAL Socrety, PHARMACOLOGICAL SocretTy or CANADA, CANADIAN 
ASSOCIATION OF ANATOMISTS, CANADIAN BiOCHEMICAL Society), Uni- 
versity of Toronto, Toronto, Ont., Canada, June 9-11. Dr. E. H. Bensley, 
Room 710, The Montreal General Hospital, Montreal 25, Que. 

ConGRESs AND INTERNATIONAL Exnisit OF TECHNICIANS OF HEALTH, 
Pare des Expositions, Porte de Versailles, Paris, France, June 9-12. For 
information write the Secretariat of the Congress, 37, rue de Montholon, 
Paris 9e, France. 

INTERNATIONAL CONFERENCE ON MEDICAL ELEcTRONICS, UNESCO Bldg., 
Paris, June 24-27, Dr. F. Brackett, National Institutes of Health, 

Bethesda 14, Md., Regional Program Representative. 
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INTERNATIONAL FeERtILITy Association, Amsterdam, Netherlands, June 
7-13. For information address: Dr. B, S$. ten Berge, Women’s Hospital, 
Groningen, Netherlands. 

INTERNATIONAL HosprraL Concress, Edinburgh, Scotland, June 1-6. 
Capt. J. E. Stone, 34 King St., London, E. C. 2, England, Secretary- 
General. 

Intsh Mepicay AssocraTion, Killarney, June 29-July 3. Dr. Noel Reilly, 10, 
Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 

Pan-AMERICAN CONGRESS ON RHEUMATIC Di1sEAsEs, Washington, D. C., 
U. S. A., June 2-6. Dr. Richard T. Smith, West Point, Pa., U. S. A., 
Secretary-General. 

July 


BartisH Mepicar Association, Edinburgh, Scotland, July 18-24. For in- 
formation address: The Secretary, British Medi iation, Tavistock 
Square, London, W. C. 1, England. 

CANADIAN MeEpicat Association, Edinburgh, Scotland, July 18-24. Dr. 
A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 
INTERNATIONAL CoNGRESS OF PEDIATRICS, Montreal, Que., July 19-25. 
For information address: Dr. R. L. Denton, 2300 Tupper St., Montreal 

25, Que. 

INTERNATIONAL ConGRESS OF PLAsTic SURGERY, London, England, July 
13-17. Mr. David Matthews, 152 Harley St., London, W. 1, England. 

INTERNATIONAL CoNnGRESS OF RADIOLOGY, Munich, Germany, July 23-30. 
For information write: Sekretariat, des 9, Internationalen Kongresses fiir 
Radiologie, Reitmorstrasse 29, Munich 22, Germany, 

INTERNATIONAL CONGRESS OF SCHOOL AND UNIVERSITY HEALTH (THIRD), 
Paris, France, July 6-8. For information write: Comite d’Organisation 
du Congres d’Hygiene Scolaire et Universitaire, 13, rue du Four, Paris 
6e, France. 

INTERNATIONAL MEDICAL CONFERENCE ON MENTAL RETARDATION 
(Fist), Eastland Hotel, Portland, Maine, P 27-31. Dr. Ella Langer, 
State House, Augusta, Me., Ch ittee on Finance and 
Arrangements. 

INTERNATIONAL PsYCHOANALYTICAL AssociATION, Copenhagen, Denmark, 
July 26-30. Miss Pearl King, 37 Albion St., London, W. 2, England, 
Secretary-General. 

INTERNATIONAL UNION OF THE MEDICAL Press (41TH Concress), Cologne, 
Germany, July 3-5. Dr. Stockhausen, Brabanterstr. 13, Cologne, Ger- 
many, Secretary-General. 

SHaio FounpATION SyMPOosIUM ON CARDIOVASCULAR Diseases, Hotel 
Tequendama, Bogota, Colombia, July 27-31. Dr. Alberto Vejarano, 
Fundacion A. Shaio, Clinica: Carretera de Suba, Bogota, Colombia. 


August 


INTERNATIONAL ASSOCIATION OF Laer erie Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For inf tic tary, Biologische Station, 
Lunz am See, Austria. 

INTERNATIONAL CONGRESS FOR THE History oF ScrENCE, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 
lona, Barcelona, Spain, Secretary-General. 

INTERNATIONAL CONGRESS OF PHYSIOLOGICAL ScrENCES, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND VoIceE THERAPY, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

Pan-AMERICAN CONGRESS OF VETERINARY MEDICINE, Kansas City, Mo., 
U. S. A., Aug. 23. Dr. Benjamin D. Blood, P. O. Box 99, Azul, Buenos 
Aires Province, Argentina, Secretary-General. 

Worip ConFERENCE ON Epucation, Palmer House, Chicago, 
Ill, U. S. A., Aug. 30-Sept. 4. For information address: Dr. Louis H 
Bauer, 10 Columbus Circle, New York 19, N. Y., U. S. A. 

Worip FEDERATION FOR MENTAL HEALTH, Barcelona, Spain, Aug. 30- 
Sept. 5. Miss Esther M. Thornton, 19 Manchester St., London, W. 1, 
England, Secretary ral, 


September 


ConGRESS OF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 

European ConGress OF ALLERGY, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Write-Fleming 
Institute, St. Mary’s Hospital, London, W. 2, England. 

European ConGress OF RHEUMATISM, Istanbul, Turkey, Sept. 18-21. For 
Information address: Professor Hami Kocas, Medical School, Ankara, 
Turkey. 

European Society or HAEMATOLOGY (SEVENTH ConGress), Bedford 
College, London, Sept. 7-12. For information write: Dr. E. Neumark, 
Department of Pathology, St. Mary’s Hospital, London, W, 2. 

INTERNATIONAL CARDIOVASCULAR Society, Munich, Germany, Sept. 18-20. 
Dr. Henry Haimovici, 715 Park Ave., New York 21, Secretary-General. 

INTERNATIONAL CONGRESS OF AIR PoLLUTION, New York City, Sept. 9-10. 
For information write: American Society for Mechanical Engineers, 
29 W. 39th St., New York 18. 

INTERNATIONAL CONGRESS OF CANCER CyTOLOGy, Madrid, Spain, Sept. 21- 
Oct. 3. For information write: Mrs. E. L. Maselli, P. O. Box 633, Coral 
Gables, Fla. 

INTERNATIONAL CoNnGRESS OF NEPHROLOGY, Geneva, Switzerland, and 
Evian, France, Sept. 3-5. For information write: Dr. G. Richet, Hospital 
Necker, 149 rue de Sevres, Paris 7e, France. 

INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Istanbul, Turkey, Sept. 
18-21. For information write: Prof. Hami Kocas, Medical School, Ankara, 
Turkey. 

INTERNATIONAL SyMPOstUM ON ANTI-INFECTIOUS AND ANTIMITOTIC 
CueMoTHERAPY, Geneva, Switzerland, Sept. 12-13. For information 
write Dr. P. Rentchnick, Case Stand 471, Geneva, Switzerland. 

INTERNATIONAL TUBERCULOSIS CONFERENCE, Istanbul, Turkey, Sept. 11- 
18. Dr. T. I. Gokee, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
Turkey, Secretary-General, 


(Continued on next page) 


3 NATIONAL POOL EQUIPMENT CO. 
P.O. Box 1101, Indianapolis, Indiana 


O I'm enclosing 25c. Please send me your new 
swimming pool brochure. 


0 | plan to install a swimming pool within twelve 
months. 


O) | am interested in a pool installation franchise. 
NAME 


ADDRESS 
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INTERNATIONAL UNION OF THE MepicaL Press, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of Bunde k 3 logne, 
Germany. 

Wortp Concress ron Puysicat Paris, France, Sept. 6-12. For 
information write: Miss M. J. Neilson, Tavistock House, Tavistock 
Square, London, W. C. 1, England. 

Wortp Mepicat Association, Montreal, Canada, Sept. 7-12. Dr. Louis 
H. Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


Barris Mepicat Association, ANNUAL CLINICAL MEETING, Norwich, 
Oct. 22-25. For information write: Dr. W. Hedgcock, B.M.A. House, 
Tavistock Square, London, W, C. 1, England. 

CANADIAN Society ror THE Stupy or Fertirry, Queen Elizabeth Hotel, 
Montreal, Oct. 23-24. Dr. Jean F. Campbell, 238 Queen’s Ave., London, 
Ont., Canada, Secretary-Treasurer. 

Concness Or THE AssocIATION OF FRENCH SPEAKING PuysiciaNns, Lau- 
sanne, Oct. 7-9. For information write: Prof. Delore, 13, rue Jarente, 
Lyon, France. 

Concness ov THE FrENCH-SPEAKING AssocIATION OF PepiaTRics (17TH), 
Montpellier, France, Oct. 12-14. Prof. Jean Captal, 2, Enclos Tissie 
Sarrus, Montpellier, France, Congress President. 

INTERNATIONAL Concnress or THenapeutics, Strasbourg, France, Oct. 
19-31. For information write: Professor Fontaine, Doyen de la Faculte 
de Strasbourg, France, President. 

INTERNATIONAL CONVENTION ON NuTRITION AND VITAL SUBSTANCES 
(57ru), Konstanz-Zurich, Switzerland, Oct. 7-11. For information write: 
Secretary-General, Bemmeroderstr. 61, Hannover-Kirchrode, Germany. 

INTERNATIONAL UNION AGAINST THE VENEREAL DISEASES AND THE 
TrePoneMAToOsEs, London, Oct. 13-17. For information write: Institut 
Alfred Fournier, 25 Boulevard Saint-Jacques, Paris 14, France. 


November 


Banamas Mepicat Converence, British Colonial Hotel, Nassau, Nov. 27- 
Dec. 17. For information write: Dr. B. L. Frank, P. O. Box 4037, Fort 
Lauderdale, Fla. 

December 


Banamas Suncican Conrenrence, British Colonial Hotel, Nassau, Dec. 28- 
Jan. 16. For information write: Dr. B. L, Frank, P. O. Box 4037, Fort 
Lauderdale, Fla, 

1960 


January 


BAHAMAS MepicaAL SERENDIPITY ConrEeRnENCE (SECOND), British Colonial 
Hotel, Nassau, Jan. 17-30. For information write: Dr. B. L. Frank, P. O. 
Box 4037, Fort Lauderdale, Fla. 

Concress or Caracas, Venezuela, Jan. 
31-Feb. 7. For information address: Mr. Moacyr, E. Alvaro, 1151 Conso- 
lacao, Sio Paulo, Brazil. 

April 

ASSOCIATION OF NATIONAL EUROPEAN AND MEDITERRANEAN SOCIETIES OF 
(ASNEMGE), 61TH Concnress, Leiden, Nether- 
lands, Apr. 20-24. For information write: ASNEMGE, 22, avenue 
d’Amerique, Anvers, Belgium. 

Mepica. Conrerence, British Colonial Hotel, Nassau, Apr. 
1-14, For information write: Dr. B. L. Frank, P. O. Box 4037, Fort 
Lauderdale, Fla. 

May 


Astan-Paciric Concress or Carprococy (Seconp), Melbourne, Aus- 
tralia, May 23-28, Dr. A, E. Doyle, Alfred Hospital, Melbourne, S. 1, 
Victoria, Australia, 

INTERNATIONAL COLLEGE Or SURGEONS, INTERNATIONAL ConGress, Rome, 
Italy, May 15-18. For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

Pan AMERICAN MeEpicaL Association Concress, Mexico City, May 2-11. 
Dr. Joseph J, Eller, 745 Fifth Ave., New York 22, Director General. 


June 


CANADIAN Mepicat Association, Banff, Alberta, June 13-17. Dr. A. D. 
Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 

INTERNATIONAL CoNnGrESS OF CLINICAL PatHoLocy, Madrid, Spain, June 
13-17. Dr. J. Aparicio Garrido, Sandoval 7, Madrid, Spain, Secretary- 
General. 

INTERNATIONAL ConGress Or Puysio-PaTHoLoGcy oF ANIMAL REPRODUC- 
TION AND ArtiriciaL Amsterdam, Netherlands, June 
18-17. Dr. J. Edwards, Milk Marketing Board, Thames, Surrey, England, 
Secretary. 

July 


INTERNATIONAL ConGress AGAINST ALCOHOLISM, Stockholm, Sweden, 
July 31-Aug. 5. Dr. Archer Tongue, Case Gare 49, Lausanne, Switzer- 
land, Secretary-General. 

INTERNATIONAL CONGRESS OF ENDOCRINOLOGY, Copenhag D k 
July 18-23. For information address: Dr. Henry H. Turner, 1200 N. 
Walker, Oklahoma City 3, Okla., U.S. A. 

INTERNATIONAL ConGress ON Gorrer, London, England, July 6-8. For 
information write: Dr, John C. McClintock, 149% Washington Ave., 
Albany, N. Y., U. S. A. 

INTERNATIONAL ConGRESS ON OccuUPATIONAL HeEaLtu, Waldorf-Astoria, 
New York, N. Y., U. S. A., July 25-29. Dr. Leo Wade, 15 West 51st St., 
New York, N. Y., U.S. A., Chairman, 


August 


INTERNATIONAL Concress or Cuemistry, Edinburgh, Scotland, 
Aug. 14-19. For information address: Dr. §. C, Frazer, Clinical Labora- 
tory, Royal Infirmary, Edinburgh, Scotland. 
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INTERNATIONAL CONGRESS ON DisEAsSES OF THE CHEST, sponsored by the 
Council on International Affairs, American College of Chest Physicians, 
Vienna, Austria, Aug. 28-Sept. 1. Mr. Murray Kornfeld, 112 E. Chest- 
nut St., Chicago 11, Executive Director. 

INTERNATIONAL ConGREss oF GeERONTOLOGY, San Francisco, Calif., 
U. S. A., Aug. 7-14. Mr. Louis Kuplan, 722 Capitol Ave., Sacramento, 
Calif., U. S. A., Executive Secretary. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE (SrxTH), Basel, Swit- 
zerland, Aug, 24-27. For information write the Secretariat, Sixth Inter- 
national Congress for Internal Medicine, 13, Steinentorstre, Basle, 
Switzerland. 

DINTERNATIONAL ConGrEss Or Mepicine, Washington, D. C., 
U. S. A., Aug. 21-26. For information write: Dr. W. J. Zeiter, 2020 
E. 93rd St., Cleveland, Ohio, U.S. A. 

Worwip ConGress OF THE INTERNATIONAL SOCIETY FOR THE WELFARE OF 
Cnurppies, New York, N. Y., U. S. A., Aug. 29-Sept. 2. Mr. Donald V. 
Wilson, 701 First Ave., New York 17, N. Y., U. S. A., Secretary-General. 

September 

ConGreEss OF INTERNATIONAL Society FoR Bro.ocy, Paris, France, 
Sept. 7-9. For information write: Prof. Chevremont, 20, rue de Pitteurs, 
Liege, Belgium. 

Concress OF INTERNATIONAL SocreTy OF OnTHOPEDIC SURGERY & 
TrauMATOLOGY, New York, N. Y., U. S. A., Sept. 7-9. For information 
address: International Society of Orthopedic Surgery & Traumatology, 
34 Rue Montoyer, Brussels, Belgium. 

European Concress or Canpro.ocy, Rome, Sept. 18-25. For informa- 
tion write: Secretariat, Organizing Committee, Clinica Medica-Policlinico, 
University of Rome, Italy. 

INTERNATIONAL CANCER CyToLoGy CONFERENCE, Madrid, Sept. 22-26. 
Miss Elizabeth L. Hughes, 3007 Salzedo, Coral Gables, Fla., Corre- 
sponding Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, 121TH INTERNATIONAL CONGRESS, 
New York City, Sept. 11-15. For information write: Dr. Max Thorek, 850 
W. Irving Park Rd., Chicago 13, International Secretary General. 

INTERNATIONAL ConGREsS oF CriminoLocy, The Hague, Netherlands, 
Sept. 7-9. For information address: Sosiete Internationale de Crimi- 
nologie, 28 avenue de Friedland, Paris 8e, France. 

INTERNATIONAL ConGrREsS OF Nutrition, Washington, D. C., U. S. A., 
Sept. 1-7. Dr. Milton O. Lee, 9650 Wisconsin Ave., Washington 14, 
D.C., U. S. A., General Secretary. 

INTERNATIONAL SocreTy Or GEOGRAPHICAL ParHo.ocy, London, England, 
Sept. 7-9. Prof. Fred. C. Roulet, 174 Albanrheinweg, Basle, Switzerland, 
Secretary-General. 

INTERNATIONAL Society OF HEMATOLOGY, Tokyo, Japan, Sept. 4-10. Dr. 
James L. Tullis, Suite 6D, 1180 Beacon St., Brookline 46, Mass, Secre- 
tary-General, Western Hemisphere. 

INTERNATIONAL SOCIETY OF ORTHOPAEDIC SURGERY AND TRAUMATOLOGY 
(Ercutrxn Coneoress ), New York City, Sept. 4-10. For information write: 
Société interrationale de Chirurgie orthopedique et de Traumatologie, 
34, rue Montoyer, Brussels, Belgium. 

Pan-Paciric SurcicaL Association (E1GHTH Concress), Honolulu, Ha- 
waii, Sept. 28-Oct. 5. Dr. F. J. Pinkerton, Suite 230, Alexander Young 
Bldg., Honolulu 13, Hawaii, Director General. 

Wor.p Concress or ANESTHESIOLOGISTS, Toronto, Ont., Sept. 4-10. For 
= write: Dr. R. A. Gordon, 516 Medical Arts Bldg., Toronto 

t. 
November 


BaHAMaAs MepicaL ConFERENCE, British Colonial Hotel, Nassau, Nov. 25- 
Dec. 16. For information write: Dr. B. L. Frank, P. O. Box 4037, Fort 
Lauderdale, Fla. 

December 


BanAMAS SurRGICAL CONFERENCE, British Colonial Hotel, Nassau, Dec. 27- 
Jan. 14. For information write: Dr. B. L. Frank, P. O. Box 4037, Fort 
Lauderdale, Fla. 

1961 
April 

BawaMas Mepricat Conrerence, British Colonial Hotel, Nassau, Apr. 
3-15. For information write: Dr. B. L. Frank, P.O. Box 4037, Fort 
Lauderdale, Fla. 

October 


INTERNATIONAL CONGRESS OF NEUROSURGERY, Statler Hotel, Washington, 
D. C., U. S. A., Oct. 14-20. Dr. Bronson S. Ray, 131 E. 69th St., New 
York 21, Secretary-General 
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The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THe JourNAL. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 
Atlantic, June, 1959 
“Hospital Hierarchy,” by Marjorie Taubenhaus. 
This humorous article reveals the typical hospital staffs’ 
variety of dress—including descriptions of doctors, nurses, 
a dieticians, laboratory technicians, and patients uni- 
‘orms. 


(Continued on page 38) 
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Better Homes & Gardens, June, 1959 Ladies’ Home Journal, June, 1959 
“How to Sleep When You Think You Can't,” by Richard “Medical Care and Its Discontents,” by Dorothy Thompson. 


Carter. The author discusses the medical profession today—includ- 


An explanation of what insomnia is with suggestions for 
what to do to conquer this mind over matter sleep problem. 
The author's conclusion is: “The surest way to end insom- 
nia is to become indifferent to it. . . . If we don’t sleep 
before midnight, we'll sleep after midnight. If we don’t 
sleep tonight, we'll sleep tomorrow night. This being true, 
let’s relax. As soon as we do, we're asleep.” 


Cosmopolitan, June, 1959 


“Dermatology Takes Another Giant Step,” by Elizabeth 

Honor. 
This is a review of the latest medical treatments for all 
types of skin problems. One of the most recent discoveries 
is a new drug named griseofulvin. Taken internally, in 
the shape of a small pill, this drug is supposed to help 
those suffering from irritating fungi, such as, ringworm, or 
athletes foot, which attack the nails, scalp, and the body. 

“I Was Afraid to Be a Woman,” by Patricia Blake. 
Financially secure, but emotionally immature, a married 
woman tells of her sudden desire to kill herself. Unable to 
face realistically the problems she and her husband had, 
this wife voluntarily admits herself to a psychiatric hos- 
pital. Her life inside this institution and her consultations 
with a psychiatrist eventually solve her problems, and for 
the first time in her marriage, she and her husband find 
happiness together. 

“Audrey's Fantastic Figure,” by Joyce Waldman. 
A short personal description is given of how Audrey Hep- 
burn fought a weight problem. The key to her success lies 
in cutting out all starches and sweets and concentrating on 
chicken, steak, chops, and a few herbs. She also swims, 
dances, horse-back rides, and plays tennis to keep her fig- 
ure. But her real claim to that famed figure comes from 
exercising like an animal, Colored photographs of these 
exercises are presented, with an explanation of each. 

“Psychiatry and Beauty,” by Eugene D. Fleming. 
According to the article, beauty care makes a vital con- 
tribution to the mental health of every woman, sick or 
sane. The author cites various mental institutions and hos- 
pitals in the United States which today employ beauty 
salons as a therapeutic tool. In the majority of these salons, 
the staff consists of professional beauticians, and every fe- 
male patient is given a beauty treatment shortly after 
admittance, followed by periodic grooming checks, 

“Norma’s Muscular Rehabilitation,” by Lawrence Galton. 
A new operation for dystonia musculorum deformans is 
described fully. In brief, the surgical team located a tiny 
area deep within the brain, inserted a needle, and shot an 
injection of pure alcohol into the globus pallidus. 

“What a Spa Can Do For You,” by Don Short. 
A review of the many health spas in the United States 
today, including detailed descriptions of each. According 
to the article, the baths and treatments at these spas, when 
properly supervised and taken according to doctor's in- 
structions, are relaxing and provide relief from pain and 
other symptoms in many types of illnesses. 


ing the intellectual requirements of medical schools, the 
cost and the amount of time required for a medical educa- 
tion, the hours it takes to become a doctor, the hours 
spent, and the average income of a practicing physician. 
“Tell Me Doctor . . .,” by Goodrich C. Schauffler, M.D. 
The doctor talks about the importance of a premarital ex- 
amination and offers medical tips for the new bride. 


McCall’s, June, 1959 
“Hypnosis: New Factor in Reducing,” by Jeanette Sanford. 
The author answers a number of questions that arise in 
connection with weight reduction and hypnosis and gives 
a brief explanation of what hypnosis is not. The article 
states that hypnosis is not new; a parlor trick; a cure in 
itself; a state of unconsciousness; nor a panacea. 


Reader's Digest, June, 1959 
“Caution—Stingers at Work!” by Evan McLeod Wylie. 
According to the author, the majority of us can suffer 
stings by bees or wasps with no serious effects; however, 
some people become increasingly sensitive to stings, to the 
point where they suffer acute and sometimes fatal reac- 
tions. The author explains how these venomous animals 
can kill a human being in minutes and what proper emer- 
gency treatments are available. 
“Joey: the Mechanical Boy,” by Bruno Bettelheim. 

The author, professor of educational psychology and prin- 
cipal of the Sonia Shankman Orthogenic School for dis- 
turbed children at the University of Chicago, tells the 
story of a 9-year-old schizophrenic child, who for three 
years thought he was a mechanical boy. Picturing himself 
as an “electrical papoose” totally enclosed, suspended in 
empty space, and run by unseen power through wireless 
electricity, Joey, the schizophrenic, was convinced that 
machines were better than people. However, after three 
years of therapeutic treatment at the Shankman School, 
the delusioned, fantasy stricken Joey gradually ceased to be 
ey made of electrical wires and became a human 
child. 


Redbook, June, 1959 

“What to Do About Skin Blemishes,” by Wallace Croatman. 
Suggestions for what should be done about warts, facial 
scars, surplus hair, and birthmarks are discussed. Accord- 
ing to the author, when you have a mole, there are two 
things you should do: 1. Tell your physician about any 
mole located where it receives frequent irritation or pres- 
sure. 2. See your doctor if there is any change in the ap- 
pearance of a mole. 

“The Child We Weren't Supposed to Love,” by Phoebe Bal- 

lard. 
This is a heart-warming story about a child who was born 
a Mongoloid and what his parents did to help him lead a 
normal life. 

“What You Must Know About X-Ray Dangers,” by Wallace 

Croatman. 
The results of Redbook’s survey on whether or not x-rays 
are vital to good medical care are discussed. To answer 
the typical questions asked about x-rays, Redbook’s inter- 
viewers talked with x-ray specialists and biologists and 
conducted interviews with 50 family physicians across the 
country. According to the survey, “most authorities believe 


Family Weekly, May 31, 1959 
“Get in Shape for the Swim Season,” by Bonnie Prudden, as 
told to Curtis Mitchell. 


that any radiation is potentially dangerous—if not to the 
individual, then to the generations which follow him. But 


The author, who is director of the Institute for Physical 
Fitness in White Plains, N. Y., suggests simple exercises 
which guarantee to give you a much-improved bathing-suit 
figure by July 4th. 


Harper’s, June, 1959 


“When I Learned I Had Cancer,” by Richard L, Neuberger. 
The author, United States senator from Oregon, tells the 
personal story of his fight to conquer cancer. His treat- 
ments consist of cobalt-radiation and injections of actino- 
mycin. 


it is absurd to think we can eliminate all radiation from 
our lives. Our job is to control man-made radiation so that 
we can receive its benefits with a minimum of risk.” 


Saturday Evening Post, May 30, 1959 
“Your Brain and Your Behavior,” by R. W. Gerard, M.D. 
This “adventures of the mind” article discusses whether or 
not man’s “psyche—mind and sentience, will and purpose— 
lie beyond the scope of science, or are the inimitable prop- 
erties of man, whence flow the magnificent achievements 
of humanity, the outcome of comprehensive processes 
which can be explained through the diciplines of science?” 
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Acute exacerbation of contact dermatitis 


Before Treatment 


see next page 


(Courtesy of William C. Grater, M.D., Dallas, Texas) 
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After 4 Days of treatment with 
Decadron 


DEXAMETHASONE 


only 1 mg. q.i.d. o 


Additional literature is available to physicians on request 
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After / Days of treatment with 
only 1 mg. q.i.d. of Decadron‘¢) 


DEXAMETHASONE 


Photo 6 days following the discontinuation of therapy 
m0 Merck Sharp & Dohme oivision of merck & CO., Inc., PHILADELPHIA 1, PA. 


DECADRON is a trademark of Merck & Co., Inc. 
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PROZINE offers effective aid in the treatment of many organic symptoms arising 
from moderate to severe emotional disturbance. For example, ProzinE produced 
improvement in 62 of 74 patients' with anxiety neuroses accompanied by nausea, 
vomiting, tremor, palpitations, or fear. In another 57 patients? suffering from 
as nausea and vomiting, Prozine relieved symptoms in over 90 per cent. 

‘ Designed for everyday practice, Prozine controls motor excitability as well as 
: anxiety and tension by acting on both the hypothalamic and thalamic areas of the 
¢ brain. Because of this dual action, dosage requirements are low, side-effects minimal. 
a 1. Case reports on file, Wyeth Laboratories. 2. Parks, R.V., and Moessner, G.F.: Dual 
if Approach to Patient Care, Scientific Exhibit, A.A.G.P., April, 1959. 


“Nausea and vomiting? Not any more!’ 


Affects the thalamic and hypothalamic areas of the brain 


ROZINE 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL THROUGH DUAL ACTION 


*Trademark 
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Davis & Geck Sutures 1909—1959 
50 Years of Service to the Surgical Profession 


SURGICAL 
PRODUCTS 
NEWS NO. 2 


Davis & Geck Sutures, Vim Syringes and Needles 
to be Readily Available for Office Use 


In an important move designed to 
make its products more conveniently 
available to physicians, the American 
Cyanamid Company has announced 
that pharmacies throughout the 


country will now be able to stock 
and sell a number of the most popu- 
lar items in the line. Quality Davis & 
Geck Sutures, Vim® Syringes and 
Needles, and the many other out- 


SURGICAL PRODUCTS DIVISION LINE NOW AVAILABLE TO PHARMACIES 


standing products which are de- 
scribed below, are now readily 
obtainable for office use! 


DETACH AND MAIL COUPON 
ON REVERSE SIDE— Your Phar- 
macist Will Receive Full Informa- 
tion on How to Obtain this Desirable 
Product Line. 


MODERN STRIP-PACK SUTURES 
FOR BAG OR OFFICE 


SterileDavis&GeckAtraumatic® Sutures 
in Quick-Opening Plastic Envelopes 
Offer Greater Safety and Convenience 


The exclusive new Surgilope SP® 
double-envelope suture strip pack com- 
pletely eliminates suture storage in jars 
and solutions and the nuisance of shat- 
tering a glass tube whenever a suture is 
needed. Broken glass cannot damage 


Surgilope SP sutures in new, one-dozen 
box are excellent for office use. 

the suture or invade the wound area, 
and the risk of cross-contamination 
through returning unused sutures to 
common storage jars, is avoided. 


The Emergency Suture Kit makes a handy 
addition to any doctor's bag. 


Developed by the oldest established 
producer of quality suture products, 
new Davis & Geck plastic-packed su- 
tures have been rapidly adopted by 
leading hospitals. Now, a wide selection 
of these sutures—in surgical gut, silk, 
cotton, nylon, polyethylene and stain- 
less steel, armed with Atraumatic® 
needles—has been packaged in boxes 
of one-dozen for convenient office use. 
In addition, a special Emergency 
Suture Set, containing six sterile, non- 
absorbable sutures in a plastic, snap- 
catch box, is available as a handy item 
for the doctor's bag. 

For further information on these 
outstanding suture products for office 
use, mail the coupon on reverse side. 
Your druggist can arrange to carry 
these and other products in this line by 
writing to the same address. 


NEW ELASTIC FOAM 
PRESSURE BANDAGE 


Synthetic Material is Self- 
Adherent, Porous, Lightweight, 
Completely Washable 


Far lighter and more porous than 
standard elasticized bandages, this new 
elastic foam material helps to speed 
healing and enhance patient comfort 
wherever pressure dressings are indi- 
cated. Because it clings to itself, the 
foam bandage is especially easy to 
apply; stays neatly in place where other 
bandages tend to slip or creep. It may 
be washed and autoclaved without de- 
terioration and is physiologically inert. 
The new bandage is supplied in 3-yard 
rolls; 2”, 3”, 4” and 6” widths are 
available. 


New All-Purpose Contact Dressing Prevents 
Painful Tearing of Wound Surfaces 


Sterile Owens® Dressing Has Unique 
Microgauge Weave— Permits Adequate 
Drainage Without Sticking On Removal 


Packaged sterile in individual en- 
velopes, Owens contact dressings are 
excellent for routine use to prevent ad- 
herence when dressing surface wounds. 
The unique, “microgauge” rayon mesh 
effectively bars capillary penetration 
without the use of messy occlusive oint- 
ments. Liquid exudates pass freely, yet 


the dressing may be removed without 
painful tearing of wound surfaces. 
Owens dressings have been used for 4 
years in leading hospitals. They are 
available Plain or Neomycin-Treated; 
sizes 3” x 8” and 8” x 12”. 


NEW STERILE DISPOSABLE 
BLOOD LANGET 


Packaged sterile for one-time use, the 
new Vim Blood Lancet makes it pos- 
sible to obtain blood samples without 
risk of cross-infection. Its sharp, tri- 
angular point produces a controlled 
puncture of correct depth with mini- 
mum discomfort. Each blood lancet is 
sterilized after sealing for complete 
protection. Broad, ridged blades ensure 
easy handling. Available in boxes of 
200 and cartons of 1000 for economi- 
cal office use. 
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NEW VIM DISPOSABLE & ECONOMY 


STERILE NEEDLES 


OFFER EVERY QUALITY OF FINEST STANDARD TYPE 


Exclusive All-Plastic, Snap- 


Open Pack Assures Complete 
Protection, Maximum 3 SQUARE, FUMBLEPROOF HUB I 
Canuantonine FITS ALL TYPES OF SYRINGES 


portant high-performance fea- 
—— _ ture. A “quality” needle at a 
! “disposable” price! 


VIM DISPOSABLE NEEDLE 


Completely disposable .. . of- 
fers positive protection against 
cross-infection, plus every im- 


VIM ECONOMY NEEDLE 


Aluminum-hubbed reusable 
needle, sterile-packed for 


speedy first-time use . . . inex- 
pensive enough to be: dis- 
carded before resharpening is 
required. 


Both the Vim Disposable and Vim | — 
Economy needles are packaged sterile 
in individual snap-open packs of clear, 
durable, wet-proof plastic. For conven- 
ient handling they are supplied in 10- 
unit strips from which individual needle 
packs are easily detached. 


STAINLESS STEEL CANNULA 
ULTRASOMICALLY CLEANED 
SHARPER, SIDE-BEVEL POINT 


VIM LAMINEXt NEEDLE 


Finest Vim standard needle. 
Patented Laminex alloy stain- 
less steel cannula combines 
outstanding point-holding 
properties with optimum 
toughness and flexibility. 


. SYRINGES WIDELY USED BY HOSPITALS 


1. VIM CLEAR-BARREL INTERCHANGEABLE SYRINGE. 
A premium quality syringe, long a favorite of phy- 
sicians. All plungers and barrels are truly inter- 
changeable. Available with glass, Luer lock and 
metal tips. 


)2 VIM DISPOSABLE SYRINGE Provides positive protec- 
tion against cross-infection without sacrificing de- 
pendable performance. Has the heft, balance and 
satin-smooth action of the finest quality instrument. 
Exclusive, chemical-resistant construction through- 
out. Available with or without needle, packaged 
sterile in tough, transparent polyethylene envelopes. 


> 3. VIM GABRIEL ASPIRATING SYRINGE Assures undam- 
a aged needle point. Stubby, large-gauge aspirating 
a BY a tip punctures stopper, easily withdraws viscous 


medications. Fresh, sharp injection needle quickly 
locks over aspirating tip. 


Fill Out and Mail This Coupon to: AMERICAN CYANAMID COMPANY 


SURGICAL PRODUCTS DIVISION 


Please send me literature 
on thn DANBURY, CONNECTICUT 
(1) Surgilope SP Sutures M. D. 
(please type or print clearly) 
C) Vim Disposable Syringes & Needles 
() Vim Standard Syringes & Needles (address) 
C) Vim Gabriel Aspirating Syringe 
(] Blood Loncet The local pharmacy at which I could most 


conveniently obtain products of this type is: 
(-] Owens Non-Adherent Dressing 


Elastic Foam Bandage 
C) Topasil Silicone Spray 
() Achrosurgic Antibiotic Spray 


(name) 


AMA2 


New Sterile Aerosol Products 
Save Time, Improve Patient Care 


ACHROSURGIC* Sterile Antibiotic 
Spray Powder. Contains 1% Achromy- 
cin® Hydrochloride (tetracycline hy- 
drochloride) crystalline suspension, in 
an aerosol dispenser can. A handy, 
highly effective topical antibiotic for 
treatment of infection of wounds and 
abrasions, after surgery, leg ulcers, bac- 
terial dermatoses, decubitus ulcers, 
burns and other denuded areas. 


TOPASIL* Sterile Silicone Skin Pro- 
tectant. Conveniently applied -without 
touching the area involved, Topasil 
quickly films skin with a sterile, grease- 
less, odorless coating ...effectively seals 
it against the irritating effects of abra- 
sion, perspiration, urine and other irri- 
tating fluids. Recommended for diaper 
rash, bedsores, contact dermatitis, 
chapped skin, areas surrounding colos- 
tomies and ileostomies. 

*Trademark . 

tReg. U.S. Pat. Off.—S. & R. J. Everett Co., Ltd. 


SALES OFFICE: DANBURY, CONNECTICUT 
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your patient has 
high blood pressure 
plus one or more of 
these complications: 
anxiety 
congestive failure 
tachycardia 
edema/overweight 
control all the 
symptoms with just 
one prescription 


newH 
Serpasil 


pine CIBA) 


Combination Tablets 
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new H'sidrix-Serpasil. 


B.P.: 180/125 mm. Hg 


Heart rate: 96 beats/min. 


Enlarged heart 


High blood pressure 
plus tachycardia 


Therapy: Esidrix-Serpasil. Rationale: Heart- 
slowing effect of Serpasil to prolong diastole, 
allow more time for recovery of myocardium, 
increase coronary blood flow, improve cardiac 
efficiency. Potentiated antihypertensive effect for 
greater blood pressure control. 


B.P.: 205/145 mm. Hg 
Orthopnea 

Venous engorgement 
Ascites 


High blood pressure 
plus congestive failure 


Therapy: Esidrix-Serpasil. Rationale: Potent 
diuretic action of Esidrix to relieve edema, im- 
prove cardiac status. Combined antihypertensive 
action of Esidrix and Serpasil provides reduced 
blood pressure levels. Convenient combination 
tablet medication for greater patient acceptance. 
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one prescription that controls high 
blood pressure plus its complications 


B.P.: 220/140 mm. Hg 
Edema 
Weight: 210 pounds 


High blood pressure 
plus edema/overweight 


Therapy: Esidrix-Serpasil. Rationale: Diuretic 
effect of Esidrix to eliminate excess body fluids, 
bring patient to dry weight. Potentiated antihy-' 
pertensive effects of Esidrix and Serpasil in-com- 
bination. Convenience of 1-prescription therapy. 


B.P.: 170/112 mm. Hg 
Nervous 
Sweating palms 


High blood pressure 


plus anxiety 


Therapy: Esidrix-Serpasil. Rationale: Central 
action of Serpasil to calm the patient, shield him 
from environmental stress. Combined antihyper- 
tensive action of Esidrix and Serpasil for reduced 
blood pressure levels. Simplified dosage schedule. 
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one prescription that controls high 
blood pressure plus its complications 
Esidrix-Serpasil Combination |ablets 


A new antihypertensive combination—Esidrix-Serpasil is a com- 
bination of Esiprix™ (hydrochlorothiazide cipA), an im- 
proved analog of chlorothiazide developed by ciBA research, 
and sERPASIL® (reserpine ciBA). Each tablet combines the 
potent diuretic and mild antihypertensive effects of Esidrix 
with the antihypertensive, heart-slowing and calming effects 
of Serpasil. 


Indications—Esidrix-Serpasil is indicated in all grades of hyper- 
tension, particularly when one or more of the following com- 
plications exist : anxiety, tachycardia, congestive failure, pitting 
edema, edema of obesity, other edematous conditions. 


More effective than either drug alone—Investigators who have 

used the combination of hydrochlorothiazide and reserpine re- 

port that it is more satisfactory than either drug alone. 
(Adapted from Maronde') 
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0 1 2 3 4 weeks 
 B.P. with after 
Serpasil B.P. after 4 weeks 
alone. 3 weeks of Esidrix 
Esidrix of Esidrix and Serpasil 
25 mg. daily and Serpasil combination 
added therapy 
(Adapted from Hurxthal') 


Dosage—Esidrix-Serpasil is administered orally in a dosage 
range of | to 4 tablets daily. Each tablet contains 25 mg. of 
Esidrix and 0.1 mg. of Serpasil. The total daily dose may be given 
after breakfast or in 2 or 3 divided doses. Dosage in every case 
should be individualized and adjusted to meet changing needs. 


Since the antihypertensive effect of Serpasil is not immediately 
apparent, the maximal reduction in blood pressure may not 
occur for 2 weeks. At this time the dosage of Esidrix-Serpasil 
should be adjusted to the amount necessary to obtain the de- 
sired blood pressure response. For maintenance, as little as 1 
tablet daily may be sufficient. 


In cases of more severe hypertension, dosage of Esidrix-Serpasil 
can be revised upward to 4 tablets daily. When necessary, more 
potent antihypertensive agents such as Apresoline, Ecolid or 
other ganglionic blockers may be added. As Esidrix-Serpasil 
potentiates the action of other antihypertensive drugs, such ad- 
ditions to the regimen should be gradual and effects carefully 
observed. When Esidrix-Serpasil is started in patients already 
receiving ganglionic blockers, such as Ecolid, dosage of the lat- 
ter should be immediately reduced by at least 50 per cent. 


Side effects and cautions—As when any diuretic agent is used, 
patients should be carefully observed for signs of fluid and elec- 
trolyte imbalance. Esidrix in therapeutic doses is generally well 
tolerated. Side effects, even from large doses, have been few. 
Since Esidrix greatly reduces the amount of Serpasil needed, 
the incidence of side effects sometimes encountered with Serpasil 
is diminished. 


Complete information on Esidrix-Serpasil available on request. 


Supplied—Esidrix-Serpasil Tablets, 25 mg./0.1 mg., each con- 
taining 25 mg. of Esidrix and 0.1 mg. of Serpasil ; bottles of 100. 


References—1. Maronde, R. F.: Clinical Report to crBA. 
2. Hurxthal, L. M.: Clinical Report to cisa. 
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ECOLID® chloride (chlorisondamine chloride c1BA) 
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provides therapeutic sulfa levels for 24 hours...Highly 
soluble... rapidly absorbed . . . produces fast, sustained 
plasma-tissue concentrations. Simple, easy-to-remember, 
single 0.5 Gm. daily dose. No crystalluria.! 


with low incidence of sensitivity reactions... KYNEX is 
extremely low in toxic potential. 2. Cutaneous or other 
objective sensitivity reactions are rare, as demonstrated in a 
large scale evaluation of clinical toxicity.? Also minor 
subjective reactions are less likely to develop when the 
recommended dosage is used.? 


TABLETS, 0.5 Gm., bottles of 24 and 100. New ACETYL PEDIATRIC 
SUSPENSION, cherry-flavored, 250 mg. sulfamethoxypyridazine activity 
per teaspoonful (5 cc.), bottles of 4 and 16 fi. oz. 


1. Editorial: New England J. Med. 258:48, 1958, 


2. Vinnicombe, J.: Antibiotic Med. & Clin. Ther. 5:474, 1958; 


3, Sheth, U. K., et al.: Ibid., p. 604, 1958. 
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STELAZINE* 


brand of trifluoperazine 


TABLETS, | ne. 


for b.i.d. administration 


FOR ANXIETY— 


PARTICULARLY WHEN EXPRESSED AS APATHY, 
LISTLESSNESS AND EMOTIONAL FATIGUE 


5 significant advantages 


* 


often effective where other agents fail 


* 


enthusiastic patient acceptance 


* 


fast therapeutic response with very low oral doses 


convenient b.i.d. administration 


* 


side effects usually slight and transitory 


#*Trademark 


Clinically evaluated, before introduction, in over 12,000 patients Over, please... 
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NEW: STELAZINE* TABLETS, | mg. 


UNUSUALLY EFFECTIVE IN RELIEVING ANXIETY— 
PARTICULARLY WHEN EXPRESSED AS APATHY, 
LISTLESSNESS AND EMOTIONAL FATIGUE 


‘Stelazine’ is a new long-acting psychotherapeutic agent that can help you to bring 
prompt relief to many of your patients whose anxiety is expressed as apathy, listlessness 
and emotional fatigue. 


Clinical studies in over 12,000 patients have shown that ‘Stelazine’ is outstanding 


among agents in its class because it not only relieves agitation and tension but also 
restores normal drive in many patients who are apathetic due to anxiety. 


RECOVERY OF NORMAL DRIVE IN APATHETIC PATIENTS 


Clinicians report that with ‘Stelazine’ most apathetic, listless and emotionally fatigued 
patients soon regain an alert, more confident outlook. This frequently results in 
increased mental and physical activity. For example: 


Patients’ “‘spirits brightened and initiative and interest picked up considerably 
in contrast to their pretreatment inertia.””! 


‘Stelazine’ “seemed to have a capacity to restore normal drive in conditions char- 
acterized by decreased motor activity and mental apathy.”? 


With ‘Stelazine’, “there was a notable restoration of energy and drive, without 
euphoria.” 
PATIENTS FEEL BETTER ...SLEEP BETTER 


Where anorexia and insomnia are problems, ‘Stelazine’ usually produces a marked 
improvement in appetite and sleep patterns. 


#*Trademark 
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For b.i.d. administration 


5 SIGNIFICANT ADVANTAGES FOR YOU 
AND YOUR PATIENTS 


| Often effective where other agents fail 


Clinical experience in over 12,000 patients has shown that many patients who had 
failed to respond or responded poorly to meprobamate, prochlorperazine, phenobar- 
bital, mepazine, chlorpromazine, or promazine were promptly relieved by ‘Stelazine’. 


2 Enthusiastic patient acceptance 


Clinicians note that ‘Stelazine’ therapy is unusually well accepted by patients. Subjective 
relief is frequently superior to that experienced with other therapies, and in many 
patients normal mental acuity and alertness are restored. Annoying side effects, such 
as drowsiness, are rarely encountered in recommended doses. 


3 Fast therapeutic response with very low oral doses 


Most patients on ‘Stelazine’ enjoy good to excellent relief of anxiety symptoms within 
a short time—often within 24 to 48 hours—on daily doses of one 1 mg. tablet b.i.d. 


4 Convenient b.i.d. administration, due to inherent | 2-hour action 


Laboratory tests and extensive clinical investigations have demonstrated that ‘Stelazine’ 
exerts a significant therapeutic effect for 12 hours or more. Thus, you can control 
symptoms with b.i.d. dosage—which minimizes deviation from your prescribed regimen 
and provides patients with the convenience of morning-and-evening tablet therapy. 


5 Side effects slight and transitory; rarely interfere with therapy 


In the recommended dosage range of 2 mg. to 4 mg. daily, side effects with ‘Stelazine’ 
are usually slight and transitory and rarely affect the course of therapy. Occasional 
instances of drowsiness, dizziness, or stimulation may be observed; rarely, symptoms 
of an extrapyramidal nature may occur. 


Although the increased mental and physical activity frequently seen with ‘Stelazine’ 
therapy is beneficial in most patients, it may be an unwanted side effect in cases where 
increased activity is not desired. 


PRESCRIBING INFORMATION on next page... 
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NEW: STELAZINE* TABLETS, | mg. 


For b.i.d. administration 


INDICATIONS 


To relieve anxiety and restore normal drive in 
patients who are apathetic, listless and emotion- 
ally fatigued. 


PRESENTING SYMPTOMS 


Listed below are some of the manifestations of 
anxiety which responded unusually well to ‘Stela- 
zine’ in clinical studies in over 12,000 patients: 


Loss of normal drive 

Inability to concentrate or work effectively 
Indecisiveness 

Irritability 

Crying spells 

Insomnia 

Anorexia 

Vague fears 

Undue preoccupation with somatic complaints 
Wide swings of mood 


Generalized discomfort 
Headaches 

Dizziness 

Palpitations 
Hyperventilation 
Epigastric distress 


The “ ‘Stelazine’ candidate” has also been 
described in such non-clinical terms as: 


suffering from ‘“‘nervous exhaustion” 


“a chronic complainer”’ 


having ‘‘given up” under the pressures of 
emotional stress 


#*Trademark 
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PRESCRIBING INFORMATION 


ADULT DOSAGE 
Dosage of ‘Stelazine’ should be adjusted to the individual case. 
Usual starting dosage is a 1 mg. tablet b.i.d. 


Usual optimum dosage of ‘Stelazine’ is 2 mg. to 4 mg. per day, in 
divided doses. In everyday practice it is seldom necessary to exceed 
4 mg. daily. Because of the inherent long action of ‘Stelazine’, patients 
may be effectively controlled on convenient b.i.d. administration, and 
some have been maintained on once-a-day administration. 


SIDE EFFECTS 


In everyday practice, side effects from ‘Stelazine’ have been intrequent, 
mild and transitory when dosages were within the recommended range 
(2 mg. to 4 mg. daily). Mild drowsiness was observed in a small per- 
centage of patients; this usually disappeared after a day or two of 
‘Stelazine’ therapy. There were also occasional cases of dizziness, 
mild skin reaction, dry mouth, insomnia and fatigue; rarely, extra- 
pyramidal symptoms. 


A few patients on ‘Stelazine’ may experience a transient unpleasant 
stimulation or jitteriness, characterized by restlessness and anxiety. 
Since these symptoms are a side effect, the dosage of ‘Stelazine’ should 
not be increased while these symptoms are present. The patients 
should be reassured that this effect is temporary and will disappear 
spontaneously. In those cases where the symptoms are particularly 
bothersome, reduction of dosage or the concomitant administration of 
a mild sedative may be helpful. 


In hospitalized psychotic patients receiving higher doses (10 mg. to 
40 mg. daily), extrapyramidal symptoms are seen in a significant number 
of patients. These symptoms may resemble Parkinsonism or be of the 
dystonic type. The muscles of the face and shoulder girdle may be 
selectively involved. Symptoms observed have included: spasm of the 
neck muscles, extensor rigidity of back muscles, carpopedal spasm, 
oculogyric crisis, trismus and swallowing difficulty. Occasionally, there 
may be elements of excitement and increased suggestibility. Despite 
some similarity to symptoms of serious neurologic disorders, these 
extrapyramidal symptoms are reversible. They subside gradually— 
usually within 24 to 48 hours—when dosage is lowered or the drug 
temporarily discontinued. If desired, they can be more promptly con- 
trolled by the concomitant administration of anti-Parkinsonism agents. 
Severe dystonia (dyskinesia, torsion spasm) has responded rapidly to 
intravenous injection of caffeine sodium benzoate, 74 grains. 


CAUTIONS AND CONTRAINDICATIONS 


In investigative studies, neither jaundice nor agranulocytosis was re- 
ported. However, clinicians should remain alert to the possible occur- 
rence of toxic manifestations which have been reported occasionally 
with some phenothiazine compounds. 


One of the results of ‘Stelazine’ therapy may be an increase in mental 
and physical activity. In some patients, this effect may not be desired. 
For example, although ‘Stelazine’ has relieved anxiety and, concomi- 
tantly, anginal pain in patients with angina pectoris, a few such patients 
have complained of increased pain while taking ‘Stelazine’. Therefore, 
if ‘Stelazine’ is used in patients who should limit their activity (such as 


cases of angina pectoris), they should be observed carefully and, if an 
unfavorable response is noted, the drug should be withdrawn. 


Because ‘Stelazine’ has an antiemetic effect, it may mask signs of over- 
dosage of toxic drugs or may obscure the diagnosis of conditions such 
as intestinal obstruction and brain tumor. 


‘Stelazine’ is contraindicated in comatose or greatly depressed states 
due to central nervous system depressants. 


CHEMISTRY 
‘Stelazine’ is 
phenothiazine dihydrochloride. 


CH,—CH,—CH2—N N-CH; 2HCI 


AVAILABLE & 
1 mg. tablets, in bottles of 50 and 500. 


Higher doses of ‘Stelazine’ are being used with good results in the 
treatment of psychotic patients who are either hospitalized or under 
close supervision. Available for use in these patients: 2 mg., 5 mg. and 
10 mg. tablets; and 10 cc. multiple dose vials (2 mg./cc.). Literature 
on this usage is available from the Medical Department, Smith Kline 
& French Laboratories, Philadelphia 1, Pa. 


REFERENCES 


. Gearren, J.B.: Trifluoperazine in Emotionally Disturbed Office Pa- 
tients, Dis. Nerv. System 20:66 (Feb.) 1959. 

. Margolis, E.J.; Pauley, W.G.; Cauffman, W.J., and Gregg, P.C.: 
Treatment of Tension States in Young Adults: Scientific Exhibit 
at the 12th Clinical Meeting of the American Medical Association, 
Minneapolis, Minn., Dec. 2-5, 1958. 

. Phillips, F.J., and Shoemaker, D.M.: Treatment of Psychosomatic 
Disorders in General Practice, ibid. 

4. Ayd, F.]., Jr.: ‘Stelazine’ Therapy for the Psychosomatic Patient, 
Clin. Med. 6:387 (Mar.) 1959. 

. Tedeschi, D.H., et al.: Pharmacology of Trifluoperazine, in Trifluo- 
perazine: Clinical and Pharmacological Aspects, Philadelphia, Lea 
& Febiger, 1958, pp. 23-33. 

6. Markey, H.: Patients with Chronic Schizophrenic Reactions Treated 

with Trifluoperazine, ibid., pp. 150-155. 


N 


7. Kovitz, B.: Management of Psychotic Tension Symptoms with 
Trifluoperazine: A Preliminary Report, ibid., pp. 144-149. 
8. Brooks, G.W.: Definitive Ataractic Therapy in the Rehabilitation 


of Chronic Schizophrenic Patients: A Preliminary Report on the 
Use of Trifluoperazine, ibid., pp. 54-61. 
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GLUCOSAMINE 
POTENTIATED 
TETRACYCLINE 


therapy 


COSA- 
TETRACYN’ 


capsules 

125 mg., 250 mg. 

oral suspension 

orange flavored, 2 oz. bottle, 125 mg. 
per teaspoonful (5 cc.) 

pediatric drops 

orange flavored, 10 cc. bottle (with 
calibrated dropper), 5 mg. per drop 
(100 mg. per cc.) 


Pfizer) Science for the world’s well-being 


bte: Rapid and high initial antibiotic blood levels are tant factor PFIZER LABORATORIES 
uneventiul recoveries. Glucosamine. potentiation fades fast, high Division, Chas. Pfizer & Co., Inc. 


tracyelne levels with oral therapy. Bib lography and professional infor- Brooklyn 6, N. Y. 
on request. *Trademark for glucosamine-potentiated 
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after immunization /7 against disease— 


protection 
against 
the 
discomfort 


Liguiprin’ for children 


liquid pediatric analgesic-antipyretic 


WELL TOLERATED-—Tests in several leading pediatric hospitals show LiqutPRIN Salicylamide Suspension 
to be well tolerated for continued use.' Salicylamide is not converted to salicylate and can be substituted for 
aspirin in patients allergic to the latter.? 


CLINICALLY EFFECTIVE —Provides prompt, effective relief of minor pain and reduction of fever in infants 
and children. Particularly useful following immunizations. 


EASIER TO USE—Convenient liquid form facilitates administration; plastic calibrated 
dropper makes it easier to obtain accurate dose; pleasant taste assures acceptance by 
child. Blends readily with formula or orange juice. 


LiquiPRIN Salicylamide Suspension contains 1 gr. salicyl- 
amide per cc. Recommended dosage: ¥2 dropper for each year 
of age, not to exceed 2 droppers (5 gr.). Each 42 dropper con- 
tains 1% gr. salicylamide. 


EXTRA “IN HOME” SAFETY—Liquiprin comes in exclu- 
sive safety bottles from which even the most ingenious ) tiquipri 
youngster cannot pour or drink. Medication can be with- ' for children 


drawn only with dropper...a dropperful at a time. Ft eal 


References: (1) Vignec, A. J., and Gasparik, M.: J.A.M.A. 167:1821 (A ’ 1958, (2) Current Concepts In Therapy! New England 
J. Med. 257:513 (Sept. 12) 1957. 


Trademark for Salicylamide Suspension 
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faster recovery, greater comfort 
for your OB-GYN patients 


Administered before and after cervicovaginal surgery, irradiation, delivery, 
and office procedures such as cauterization, FURACIN CREAM promptly controls 
infection; reduces discharge, irritation and malodor; hastens healing. FURACIN 
CREAM is active in the presence of exudates, yet is nontoxic to regenerating 
tissue, does not induce significant bacterial resistance nor encourage monilial 
overgrowth. 


FURACIN CREAM 


BRAND OF NITROFURAZONE 


Furacin 0.2% in a fine cream base, water-miscible and self-emulsifying in body fluids. Tubes of 
3 oz., with plastic plunger-type vaginal applicator. Also available: Furacin Vaginal Suppositories, 


[ } THE NITROFURANS —a unique class of antimicrobials 
N 
” ° EATON LABORATORIES, NORWICH, NEW YORK 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX’ 


IN GERIATRICS 
“ability to decide correctly 
fas increased, while the 
jHogical response to anxiety 
diminished,”' 


(brand of hydroxyzine) 
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“ATARAX appeared to reduce 
anxiety and restlessness, 


make the child more amenable | 


to the new 
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INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 
behavior disorders 


10 mg. 
tablets 


Syrup 


3-6 years, one tablet t.i.d. 
over 6 years, two tablets t.i.d. 
3-6 years, one tsp. t.i.d. 

over 6 years, two tsp. t.i.d. 


For adult tension 
and anxiety 


25 mg. 
tablets 


Syrup 


one tablet q.i.d. 


one tbsp. q.i.d. 


For severe emotional 
disturbances 


100 mg. 
tablets 


one tablet t.i.d. 


For adult psychiatric 


Parenteral 
Solution 


25-50 mg. 
-4 times daily, at 


cularly, 


(1-2 cc.) intramus- 


and emotional 
emergencies 


ATARAX 


4-hour intervals. Dosage for 
children under 12 not 
established. 


: Supplied: Tablets, botties 
: of 100. Syrup, pint bottles. 

$ Parenteral Solution, 10 cc. 
multiple-dose vials. 


1. Smigel, J. O., 
et al.: J. Am. Ger. 


. 

in 2. Freedman, "A. Mz 

$ Pediat. Clin. North America 

* 5:573 (Aug.) 1958. 3. Ayd, F. J., 

© Jr.: New York J. Med. 57:1742 

1987. 4. Menger, 

York J. Med. 

: 56: 1688 “(May 15) sees. 

: 5. Coirault, M., et al.: Presse 

méd. 64 :2239 (Dec. 36) 1956. 
$ 6.Bayart, J.: Presented at 

: the international Congress of 

$ Pediatrics, Copenhagen, 

Denmark, July 22- 1956. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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Butazolidin 


tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...” 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


(phenylbutazone Geicy) 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement....”? Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment....”? Spondylitis: All patients 
“...experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
patients with various forms showed 
“,..8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement...."? 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J. 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (phenyl- 
butazone Geicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(phenylbutazone Geicy), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; homatropine methylbro- 
mide, 1.25 mg. 
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IN THE 
ROUGH 


The control of allergic symptoms is 
a very important problem for your 
hay fever patient. You can prescribe 
rapid, thorough relief with POLARAMINE 


—close approach to a perfect antihis- 
tamine. 


With PoLaraMINE your hay fever patient can 
reap the benefits of antihistamine therapy 
with minimal side effects. Because of its unsur- 
passed therapeutic effectiveness, POLARAMINE 
affords unexcelled antihistaminic protection at lower 
dosages than other antihistamines...and annoying side 
effects are virtually eliminated. 


POLARAMINE REPETABS permit patients daylong or nightlong relief 
from allergic symptoms with a single medication. 


Supplied: POLARAMINE REPETABS®, 6 mg., bottles of 100 and 1000. / Tablets, 2 mg., 
bottles of 100 and 1000. / Syrup, 2 mg. per 5 cc., bottles of 16 oz. 


POLARAMINE:’ 


MALEATE dextro-chlorpheniramine maleate 


SCHERING CORPORATION ~ Bloomfield, New Jersey 


*T.m. €N1478-9 


SYMBOL OF THE 


ONE-DOSE CONVENIENCE 


YOU WANT FOR 
YOUR PATIENT 
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NATIONWIDE.” 4 
CLINICAL REPORTS © 
CONTINUE TO CONFIRM 
THE EFFICACY OF 


Milpath 


®Miltown anticholinergic 


for unsurpassed control of G.I. 
pain, spasm, anxiety and tension 


indications 


now two forms for adjustable dosage duodenal and gastric ulcer 
colitis 
spastic and irritable colon 


Milpath-400— Each yellow, scored tablet contains 
meprobamate 400 mg. and tridihexethyl chloride 25 mg. 


(formerly supplied as the iodide). Bottle of 50. gastric hypermotility 
DOSAGE~—I tablet t.i.d. at mealtime and 2 at bedtime. gastritis 
esophageal spasm 


Milpath-200— Each yellow, coated tablet contains 


meprobamate 200 mg. and tridihexethy! chloride 25 mg. intestinal colic 
Bottle of 50. functional diarrhea : 
DOSAGE-—1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. G.I. symptoms of anxiety states a 
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® 
Clinical Evaluation of Milpath 
in G. I. Disorders 
Reported by 61 Physicians in 19 States 


EFFECTIVENESS SIDE EFFECTS 
Transient Visual 
. of Marked Slight Percentage of Drowsi- Dry Disturb- Allergic 

DIAGNOSIS Cases | Imp t | imp t | None Effectiveness ness Mouth ances Reaction None 
ULCER, DUODENAL 48 45 2 1 97.9% 6 1 1 _ 41* 
ULCER, GASTRIC 21 14 6 1 95.2% 2 1 = _ 18 
GASTRITIS 
(acute, chronic) 
hypertrophic, 
alcoholic) 42 34 6 2 95.2% 6 1 = 36* 
CHOLECYSTITIS 
(acute, chronic) 8 3 4 1 7 
ESOPHAGOSPASM 4 3 1 1 3 
CARDIOSPASM 3 2 1 1 2 
PYLOROSPASM 14 11 3 100.0% 2 1 11 
BILIARY 
DYSKINESIA 3 2 1 1 2 
PSYCHOPHYSIOLOGIC 
GASTRIC REACTION 
(Gastritis Nervosa, 
Nervous Stomach, 
Hypermotility, 
Hyperacidity, 
Climacteric) 49 34 13 2 95.9% 5 3 - - 4l 
ANXIETY STATES 
WITH G.I. 
DISTURBANCE 24 13 7 4 83.3% 1 _ 1 _ 22 
TOTALS 216 161 42 13 24 7 2 2 183 
PER CENT 75% 19% 6% 94.0% 11% 3% 9% 9% 84% 


DOSAGE = One tablet t.i.d. at mealtime and 2 at bedtime. 


CONCLUSIONS = The great predictability of effectiveness and the low incidence of side effects make Milpath of great 
value in the treatment of gastrointestinal diseases, whether organic or psychophysiologic in nature. 


*In one patient, two side effects were reported. 
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Wi WALLACE LABORATORIES New Brunswick, N. J. 
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A SPEEDY RETURN TO 


1 in 33 adults with skeletal muscle spasm secondary to acute 
trauma: 
“All patients of this group received some degree of 
relief from the drug, and it is interesting that there 
was a significant degree of reduction in skeletal muscle 
spasm in 96% of these patients.”! 


2 in 39 patients with herniated lumbar and cervical discs, 
who received methocarbamol for relief of pain and muscle 
spasm: 

“The response was judged to be pronounced in 25”... 
“moderate” in 13. “In most instances the attacks sub- 
sided quickly, so that the patients could continue to 
work or go back to work sooner than expected.”* 


3 ini7 patients with acute muscle spasm: 
“An excellent result, after methocarbamol administra- 
tion, was obtained in all patients with acute skeletal 
muscle spasm.’’* 


4. In 30 patients with pyramidal tract and acute myalgic dis- 


orders: 
“Use of this drug (Robaxin) resulted in significant im- 
provement in 27 (90%), questionable improvement in 
2, and none in 1... No side-effects developed after 72 
hours on the medication.”’* 


5 In 60 industrial workers with uncomplicated skeletal mus- 
cle spasm: 

“Results were gratifying in that 55 workers, or 92%, 
could return to full or light duty. No side effects were 
encountered.”’® 


Supply: Rosaxm Tablets, 0.5 Gm., in bottles of 50. 


References: 1. Carpenter, E. B.: Southern M.J. 51:627, 1958. 2. For- 
syth, H. F.: J.A.M.A. 167:163, 1958. 3. O’Doherty, D. S., and Shields, 
C. D.: J.A.M.A. 167:160, 1958. 4. Park, H. W.: J.A.M.A. 167:168, 1958. 
5. Plumb, C. S.: Journal-Lancet 78:531, 1958. 


A. H. ROBINS COMPANY, INC. 


Richmond 20, Virginia Ins 
Ethical Pharmaceuticals of Merit since 1878 


Now-—in acute skeletal muscle spasm-— 


4 IFICANT’’4 or 
cases of acute skeletal 
: 
te r ylts in - 
YZ 


“NORMAL ACTIVITY’ 


1.2,3,4,5 


5 clinical studies 


l results in 94.4% of patients in 


ta 


Benefic 


for dependable 


relief of 
smooth muscle spasm... 


4 
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Good reason, why DonnaTAL — after 25 years of 
successful results —is prescribed today by more 
and more physicians. DoNNATAL provides effec- 
tive “autonomic sedation,” through natural bel- 
ladonna alkaloids in optimal synergistic ratio, 
with phenobarbital. 


4 BILLION DOSES 


DONNATAL® rascets, ELIxiR testify to the 
For everyday dosage flexibility 


® For continuous antispasmodic action under a t.i.d. e ff ect [i ven ess 


dosage regimen 
© For occasional or temporary episodes of spasm 
© For fluctuating dosage as required an d r el ati ve 
© For relieving dosage monotony through 3-way variety 


safety of 


DONNATAL® EXTENTABS® 
For all-day (or all-night) effects on a single dose D oO nn a f a || 


Provides the intensity of effect of one DoNNATAL tablet, 
uniformly sustained for 10 to 12 hours: 
in each Tablet, In each 
© For continuous 24-hour relief on q. 12 h. dosage Capsule, or S cc. Elixir Extentab 
Myescyamine sulfate 0.1037 mg. mg: 
For eliminating up-and-down antispasmodic effects 
For assuring a full night's uninterrupted sleep 0.0095 mg. 


@ For avoiding forgotten doses during a busy day Phenoberbite! (% or.) 16.2 mg. 


4 
A. H. ROBINS CO., INC., RICHMOND 20, VA. ins / 
Ethical Pharmaceuticals of Merit since J878 Yorn 
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UNSURPASSED 
SAFETY 


WITH 


H.R. ACTHAR'GEL 


SAFETY—never a matter of 
short-term trials—is meas— 
ured by years of experience. 
A record of more than eight 
years of continuous treatment 
in a closely supervised group 
of eight patients, with no 
serious side effects noted, 
gives a measure of safety un-— 
surpassed by any similar agents. 


EXPERIENCE is a solid basis 
for determining safety. Highly 
Purified ACTHAR Gel has the most 
extensive clinical and experi-— 
mental background, with the long— 
est history of use in practice. 


HIGH PURITY contributes to 
the wide margin of safety of 
the product—the only ACTH 
preparation which may be given 
subcutaneously, intramuscu- 
larly, or intravenously (by 
infusion). 


SUPPLIED: 5 cc. vials of 20, 
40, 80 U.S.P. Units per cc. 
Also in a disposable syringe 


form, in a potency of 40 U.S.P.- 


Units per cc. 


ARMOUR 
A: Pharmaceutical Company brand of purified 


Highly purified ACTHAR Gel is the Armour 


repository corticotropin (ACTH). 


ARMOUR PHARMACEUTICAL COMPANY 


Armour Means Protection 


KANKAKEE, ILLINOIS 


J.A.M.A., June 6, 1959 
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Rationalization and Dehumanization in Medicine 


I speak not as the kind of “outsider” that a professional 
philosopher would be, nor as the complete “insider” that an 
active private practitioner would be. I am rather an “out- 
sider-insider,” a pathologist who is both within and without 
the practice of medicine. I am also, I would like to point out, 
periodically a patient... . 

By rationalization of medical care, I shall mean a system 
of practice based on the premise that medical care can be 
merchandised like a commodity. Rationalization is basic to 
both the government panel type of practice and the large 
private clinic with its variety of specialists. . . . There is no 
question but that the technical quality of medical care is 
superior when a certain amount of rationalization has oc- 
curred. I refer specifically to the technical quality of care 
obtained in the large private clinics. These gains, however, 
are not attained without offsetting losses. 1 have been im- 
pressed, personally, and in conversations with friends who 
have been successfully “treated” in such institutions that one 
feels gratitude at having been healed expertly and at the 
same time resentment. The resentment can be traced to 
feelings of depersonalization resulting from having been 
dealt with as a thing (case) rather than a person... . 

What I am trying to say is this: Socialization of medical 
care as we understand it has a serious flaw growing out of 
the rationalization which is apparently necessary. On the 
other hand, the ill effects of rationalization can occur in 
private group, and even solo, practices unless careful meas- 
ures are taken to prevent them. 

I am leading up to the proposition that the problems as- 
sociated with medical care constitute only one facet of a 
larger problem of contemporary culture, the problem of de- 
humanization. Perhaps a few words should be said about this 
general problem. Technological societies such as our own 
tend strongly to dehumanize their members. This is not in- 
tentional but occurs because people tend to be thought of 
abstractly as cogs in the social machinery. The tendency to 
consider people as not different from machines is an out- 
growth of the impressive successes of physical science. It 
is assumed without challenge, and becomes a societal axiom, 
that the same laws apply to human affairs as to other physi- 
cal events. ... 

How to insure that the worker in modern industry be 
treated as a person is one of the most important and difficult 
problems of contemporary society. The situation of the 
physician in a completely rationalized system of medical 
care, whether institutional or governmental, is analogous to 
that of the worker on an automobile production line. The 
system causes him to lose his feeling of individuality, his 
selfhood. . . . The effects of such a change on the quality 
of medical care have been graphically described in another 
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context by the philosopher, Karl Jaspers, who speaks with 
unique authority, having begun his career as a physician. 
In a book written in 1931 he said: 

“As an example [of the effects of rationalization] let me 
refer to the change that has been taking place in medical 
practice. In large measure, patients are now dealt with in the 
mass according to the principles of rationalization, being 
sent to institutes for technical treatment, the sick being 
classified in groups and referred to this or that specialized 
department. But in this way the patient is deprived of his 
doctor. The supposition is that, like everything else, medical 
treatment has now become a sort of manufactured article. 
An attempt is made to replace personal confidence in a 
physician by confidence in an institution. But doctor and 
patient refuse to allow themselves to be placed upon the 
‘conveyor’ of organization. . . . The human being as a sick 
man forfeits his rights when there no longer exist any true 
physicians because the apparatus designed to place them at 
the disposal of the masses has, by its very working, made the 
existence of true physicians impossible.”—J. B. Graham, 
M.D., Dehumanization—The Real Flaw in Socialized Medi- 
cine, North Carolina Medical Journal, June, 1958. 


Good Riddance 


After a three-year fight, the United States Court here 
has succeeded in closing the Hoxsey Cancer Clinic at Por- 
tage, in Cambria County. Rather than face Federal contempt 
proceedings, operators of the clinic have agreed to close it. 
The clinic’s operators have been in trouble from the outset 
of their venture because the “cancer” pills they dispensed 
were adjudged worthless by the U. S. Food and Drug 
Administration. Since it couldn’t be established that the pills 
would cure cancer, operators of the clinic were enjoined from 
false labeling and from treatment of out-of-state cancer pa- 
tients in violation of the interstate commerce laws. The 
contempt proceedings grew out of alleged violations of these 
prohibitions. 

The controversial pills were concocted by Dr. Harry M. 
Hoxsey, of Dallas, Tex., who has been convicted three times 
of practicing without a license in Illinois. Since Dr. Hoxsey 
had been so successful financially in Texas, a group of Penn- 
sylvanians, including former State Senator John J. Haluska, 
was inspired to create a prosperous new clinical industry in 
an economically depressed area of Cambria County. It is 
estimated that some 400,000 hopeful cancer victims went to 
the clinic for treatment at a cost of $400 each. 

Every ethical Pennsylvanian will be glad to see this abuse 
of public confidence ended. Federal authorities have per- 
formed a valuable service in hounding the Hoxsey clinic out 
of business. 

Our gratification over this development is tempered, how- 
ever, by a sobering consideration. Had it not been for the 
Federal authorities, what could have been done to protect 
the public in this instance? If the clinic had confined its 
activities solely to Pennsylvania, apparently nothing would 
have been done about it. In this case, at least, the State 
lacked either the legal weapons or the will, or both, to move 
against medical fakery. That deficiency should be corrected. 
—Good Riddance, editorial, Pittsburgh Post-Gazette, Nov. 1, 
1958. 


pioneer in 
thyroid standardization 


Bak 


In all conditions requiring substitution 


therapy with thyroid hormone 


Supplied’ in ¥2, 1, 2 and 5 grain strengths. 


ARMOUR PHARMACEUTICAL COMPANY © KANKAKEE, ILLINOIS 
A Leader in Biochemical Research 
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To Insure Prompt, 
Effective Bowel Evacuation 
Dulcolax 


Dulcolax — in either tablet or 
suppository form — insures 


but bowel 

evacuation. 

Works exclusively by contact — 
systemiew orption. 4 


ts on the large alone, 


Is equally effective whether 
ministered orally or by sup- 
pository. 

Dosage: Tablets—1 to 3 (usually 2) at bed- 
time for bowel movement the following 
morning, or “2 hour before breakfast for a 
movement within six hours. Tablets are enteric 
coated, and must be taken whole, not chewed 
or crushed; they should not be taken with 
antacids. Suppositories —1 at the time a bowel 
movement is required. 

Supplied: Dulcolax® (brand of bisacodyl). 
Yellow enteric-coated tablets of 5 mg. in 
boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


Contact Laxative Geigy 


Ardsley, New York 
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-FHERING CORPO: 


after a coronary 
improve blood supply 
provide prolonged vasodilatation 


Improved blood flow to the myocardium, after a coronary thrombosis, promotes 
development of essential collateral circulation, thereby helping to repair damage. 


Peritrate, 20 mg. q.i.d., increases coronary blood supply without appreciably chang- 
ing blood pressure or pulse rate. Its routine use in management of the postcoronary 
patient will provide well-tolerated, effective vasodilatation and prevent anginal attacks 
often encountered in the convalescent period. 


Peritrate 20 mg. 


(Brand of penteerythritol tetranitrate) 


MORRIS FPLAING. J. 
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management 


of constipation 


DORBANTYL 


(Dorbane, 50 mg. i+ dioctyl sodium su osuccinote, 


a 
ts 
Available in 750 ag. scored tablets and susp 
Os _ WHERE STOOL SOFTENING IS ALSO INDICATE 
(Dgrbane, 25 mg. + dioety sodiu sulfosuccinate, 


now— 
the unsurpassed advantages of Aristocort 


in 
topical form 


equivalent potency of hydrocortisone topically 
with only one-tenth of the steroid required. 
This means you can prescribe 
unsurpassed 
topical therapy... 


for 
more patients... 
with 
great security 


LEDERLE LABORATORIES 
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For the great variety of inflarmmatory skin conditions seen daily in office and clinic 


A Division 


ARISTOCORT CREAM is highly effective on application of only very 
small quantities to affected areas. This new form of ARISTOCORT 
is more potent than conventional corticosteroids (studies show it 
to have 10 times the potency of hydrocortisone). Yet ARISTOCORT 
CREAM does not cause sodium and water retention, rarely 
Causes sensitization or irritation, and is cosmetically acceptable. 


Triamcinolone Acetonide 0.1% LEDERLE 


PATIENTS PREFER ARISTOCORT CREAM 


Blau and Kanof! found that of 21 patients with 
pruritic dermatoses treated with ARISTOCORT CREAM, 
19 showed “good” to “marked” improvement. In 
paired comparison studies, 7 of 11 patients 
responded better to ARISTOCORT CREAM 0.1% than 
to hydrocortisone cream 1%, while 4 showed equal 
improvement with these two preparations. There 
was no primary irritation or allergic sensitization 
with ARISTOCORT CREAM. 


Orentreich? made a double-blind study of 71 
patients with a variety of dermatoses treated with 
ARISTOCORT CREAM 0.1% and 1% hydrocortisone 
acetate cream. Twenty-eight per cent of the patients 
preferred ARISTOCORT CREAM to the hydrocortisone 
cream, 68% found both creams equally effective, 
while only 4% preferred hydrocortisone. 


Callaway®, in a comparison study of 62 patients 
with various dermatoses treated with ARISTOCORT 
CREAM and hydrocortisone, concluded that 
ARISTOCORT CREAM 0.1% is as effective as 1% 
hydrocortisone in comparable conditions. “In no 
instance have we seen any evidence of sensitization 
develop and in no patient has there been any 
evidence of primary irritation.”” He describes 
ARISTOCORT CREAM as “a welcome addition to our 
dermatological armamentarium.” 


Robinson‘ also reported that 0.1% triamcinolone 
acetonide in a water-miscible base was at least as 
effective as 1% hydrocortisone in an identical base. 
He found it significant that of 40 patients in this 
comparison study, 12 preferred triamcinolone ace- 
tonide to hydrocortisone while only 3 preferred 
hydrocortisone. 


Indications: Atopic dermatitis, eczematous derma~ 
titis, nummular eczema, contact dermatitis, pruritus 
vulvae and ani, generalized erythrodermia, external 
otitis, seborrheic dermatitis, eczematized psoriasis, 
neurodermatitis, eczematized mycotic dermatitis. 


Dosage: ARISTOCORT CREAM should be applied in 
small quantities to the affected areas three or four 
times daily. 


ARISTOCORT CREAM contains: Triamcinolone aceto- 
nide 0.1% as the active ingredient; 0.16% meth- 
ylparaben and 0.04% propylparaben as preserva- 
tives; and, in a water base, glyceryl monostearate, 
squalene, polysorbate 80, spermaceti, steary] alco- 
hol and sorbitol. 


Supply: 5 Gm. and 15 Gm. tubes, 


References: 1. Blau, S., and Kanof, N. B.: Clinical Report, cited by 
permissi 2. Or ich, N.: Clinical Report, cited by permission. 
3. Callaway, J. L.: Clinical Report, cited by permission. 4. Robi 

R. C. V.: Bull. School Med, Univ. Maryland, 43 :54, July 1958. 


of AMERICAN CYANAMID COMPANY ~- Pearl River, New York 
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NEW 
AUTOMATIC 


SINGLE LENS REFLEX 


A truly professional system of photography... 


at amateur prices 


COMPLETELY AUTOMATIC DIAPHRAGM...INSTANT RETURN MIRROR 


In answer to the needs of professionals 
and serious amateurs for a truly auto- 
matic system of Single Lens Reflex 
Photography...Minolta has created the 
SR-2. The world’s first system where 
“lens automation” is directly synchron- 
ized to the Rapid Film Wind Lever. 
Advance the Rapid Film Wind Lever 
and automatically—lens diaphragm 


Automatic f:3. 


Angle Finder ....$14.95 100 mm lens . 


.$95.00 


opens to its largest aperture; film 
advances; shutter is cocked; frame is 
counted. 

Press the “instantaneous” shutter 
release button and automatically —lens 
stops down to your predetermined open- 
ing; instant return Mirror clears and 
returns instantly to eliminate blackout; 
focal plane shutter exposes film; you’re 


A VAST LINE OF PRECISION LENSES AND A 


Leica & Exacta Mounts 
adapters ..... $4.95 ea 


©& 


Polarizing Filter. .$19.95 


CCESSORIES 


$94950 


(case extra) 
Minolta SR-2 price, complete with 
55 mm f:1.8, automatic lens 


ready to advance film and shoot again. 
Eye-level pentaprism viewfinder, with 
condensing and Fresnel lenses, provides 
exceptionally brilliant focussing image. 
Corners are visible even with glasses. 
Single, non-rotating shutter speed 
dial; 1 to 1/1000 sec plus bulb; FPX flash 
synchronization; self-timer, automatic 
zero return, rapid rewind crank, etc. 


) 


- $125.00 


Preset f:2.8 
135 mm lens . 


Microscope 
Adapter ........ $19.95 | Adapter $2.95 


Additional 
Accessories Coming 


35 mm lens 
55 mm lens 
fe 180 mm lens 


Copyin Stand © Motor 
DriveeStereo Attachment 


Magnifier ...... $14.00 


MINOLTA CAMERAS * 150 BROADWAY, NEW YORK 38 


Distributors—U. 8.: 


The FR Corporation, 951 Brook Ave., New York 51, N.Y. 


e Canada: Anglophoto Ltd., 880 Champagneur, Montreal 8, Quebec, Canada 
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ROCHE LABORATORIES IS 
PRIVILEGED TO ANNOUNCE 
A NEW DEVELOPMENT TO 
STOP AS WELL AS PREVENT 
VOMITING AND NAUSEA 


specific antiemetic /antinauseant entity 


ROCHE 

LABORATORIES 

Division of Hoffmann-La Roche Inc. 
| Nutley 10, New Jersey 
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LIST OF CONSTITUENT MEDICAL ASSOCIATIONS 


J.AM.A., June 6, 1959 


SOCIETY 


Alabama, Med. Assn. of the State of. 
Alaska State Medical Association.... 
Arizona Medical Association.......... 
Arkansas Medical Society............ 
California Medical Association....... 
Colorado State Medical Society...... 
Connecticut State Medical Society.... 
Delaware, Medical Society of......... 
District of Columbia, Med. Soe. of... 
Florida Medical Association..... 
Georgia, Medical Association o 
Hawaii Medical Association....... 
Idaho State Medical Association..... 
Illinois State Medical Society......... 
Indiana State Medical Association... 
lowa State Medical Society.......... 
Isthmiaa Canal Zone, Med. Assn. of.. 
Kansas Medical Society............... 
Kentucky State Medical Association. . 
Louisiana State Medical Society...... 
Maine Medical Association.,.......... 
Maryland, Med. and Chir. Faculty of 
Massachusetts Medical Society....... 
Michigan State Medical Society....... 


Minnesota State Medical Association 
Mississippi State Medical Association 
Missouri State Medical Association... 
Montana Medical Association........ 
Nebraska State Medical Association.. 
Nevada State Medical Association... 


New Hampshire Medical Society...... Clinton R. Mullins, Concord....... 
New Jersey, Medical Society of * Clyde Bowers, Mendham........ 
New Mexico Medical Society.......... Louis M. Overton, Albuquerque.... 
New York, Med. Soc. of the State of..|Leo E. Gibson, Syracuse........... 
N. Carolina, Med. Soe, of the State of|John C. Reece, Morganton.. sue 
North Dakota State Medical Assn..... J. C. Faweett, Devils Lake........ 


Ohio State Medical Association....... 
Oklahoma State Medical Association 


Oregon State Medical Society......... 
Pennsylvania, Med. Soc. of State of 
Puerto Rico Medical Association..... 


Rhode Island Medical Society........ 
South Carolina Medical Association. . 


South Dakota State Medical Assn..../)A. 
Harmon L, 


‘Tennessee State Medical Association. 
Texas Medical Association............ 
Utah State Medical Association...... 
U. 8. Virgin Islands Medical Society. . 
Vermont State Medical Society....... 
Virginia, Medical Society of.......... 
Washington State Medical Assn....... 
West Virginia State Medical Assn..... 


Wisconsin, State Medical Society of.. 
Wyoming ‘State Medical Society...... 


W. R. Carter, Repto 
William H. Whitehead, Juneau... 
W. R. Manning, Tucson............ 
James M. Kolb, Clarksville........ 
T. Erie Reynolds, Oakiand 9 
John I, Zarit, Denver 
Walter I. Russell, New Haven 
Alfred R. Shands Jr., 
W. LeRoy Dunn, Washington 6.... 
Jack, Miami 37.......... 
Lee Howard, Sr., Savannah 
./Toru Nishigaya, Honolulu.. 
Donald K. Worden, 
Raleigh ©. Oldfield, Oak Park 
L. 
W. Billingsley, Newton.......... 
Francis Wilson, Ft. Clayton.. 
P. Buteher, Emporia 


.|Ralph W. 


‘ol. 


R. W. Robertson, Paducah : 
W. Robyn Hardy, New Orleans..... 
O'Donnell, Portiand.... 
Leslie E. Daugherty, Cumberland... 
C. Lund, Boston 15........ 
G. B. Saltonstall, Charlevoix...... 


Eugene E. 


Charles 


B. B. Souster, St. Paul 
Stanley A. Hill, Corinth 
W. F. Francka, Hannibal 
Caraway, Billings..... 


Herbert T. 
Fay Smith, 
Roland W. Stahr, Reno 


Frank H. Mayfield, Cincinnati 
Alfred T. Baker, Durant........... 


Herman A. Dickel, Portland 
John T. Philadelphia 3. . 
Eugenio Fernandez-Cerra, 
Francis B, Sargent, Providence 6... 
William Weston Jr., 


David 


PRESIDENT 


Lewiston. 


Olson, South Bend.. 


Farrell Jr., 


A, Lampert, Rapid City.. 


William B. Hildebrand, 
L. B. Wilmoth, Lander.......... 


Wilmington. . 


Columbia.... 


Monroe, Erwin......... 
Franklin W. Yeager, Corpus Christi 
J, R. Bryner, Salt Lake City 2.... 
Camegate. 
Wayne Griffith, Chester.... 
Walter P. Adams, Norfolk 
Emmett L. Calhoun, Aberdeen 
George F. Evans, Clarksburg 


...|Mr. W. A. Dozier Jr., 19 8. Jackson St., 
.|Robert B. Wilkins, 1121 Fourth Ave., Anchorage...... 


EXECUTIVE OFFICER 


Montgomery... 


ANNUAL MEETING 
Mobile, Apr. 21-23 


Leslie B. Smith, 826 Security Bldg., Phoenix.......... 
Mr. Paul C. Schaefer, 218 Kelley Bldg., Ft. Smith...... Pine Bluff, Apr. 18-20 
Mr. John Hunton, 450 Sutter St., San Francisco 8....| Los Angeles, Feb. 21-24 


Mr. H. T. Sethman, 835 Republic Bldg., Denver 2...... Denver, Sept. 8-11 


William R. Richards, 160 St. Ronan St., New Haven.... 
L. Cannon, 621 Deleware Ave., Wilmington 
Mr. T. Wiprud, 1718 M St. N.W., Washington 6........ Washington, D. C., Nov. "59 


N. 


Oct. 14-15 


Mr. William H. Parham, P.O. Box 2411, Jacksonville 1| Jacksonville, Apr. 8-12 


Mr. M. D. Krueger, 875 W. Peachtree St., 
.|Lee MeCaslin, 510 8. Beretania St., 
.|Mr. Armand L, Bird, 364 Sonna Bidg., 
.| Harold M. Camp, 294 Main St., Monmouth 
.|Mr. James A. Waggener, 23 E. Ohio St., 
Mr. Donald L. Taylor, 529 36th St., 


N.E. 
Honolulu 
Boise. . 


William T. Bailey, Box 2005, Balboa Heights. 


Mr. Oliver E. Ebel, 315 W. Fourth St., 


Topeka 


.|Mr. J, P. Sanford, 1169 Eastern Pkwy., Louisville 17.. 
C. Grenes Coie, 1430 Tulane Ave., 
D. F. Hanley, P.O. Box 240, Brunswick 


New Orleans 


Apr. 28-May 

Sun Valley. 14-17 

.|Chicago, May 19-22 


Indianapolis ce Indianapolis, Oct. 6-9 


Des "Moines pe Des Moines, Apr. 24-27 
ville 17... Louisville, Sept. 22-24 
RBcdecee Baton Rouge, May 2-4 


Rockland, June 21-23 


Mr. John Sargeant, 1211 Cathedral St., Baltimore..... Baltimore, Apr. 20-22 

Robert W. Buck, 22 The Fenway, Boston 15............ Boston, May 19-21 

Mr. William J. Burns, 606 Townsend, Lansing 15...... oreee Rapids, Sept. 28— 
ct. 3 

Mr. H. W. Brunn, 496 Lowry Med. Arts Bldg., St. Paul 2)}Duluth, "59 

Mr. R. B. Kennedy, 735 Riverside Dr., Jackson......... Jackson, May 10-12 

Mr. T. R. O’Brien, 634 N. Grand Bivd., St. Louis 3...... 

Mr. L. R. Hegland, P.O. Box 1692, Billings wenanepanen 2 Butte, Sept. 17-19 

Mr. Smith, 1315 Sharp Bldg., Lincoln 8.......... 

Mr. Nelson B. Neff, P.O. Box 188, MONO 5 icsatakanésies Reno, Aug. 19-22 

Mr. Hamilton 8. Putnam, 18 School St., Concord esas Manchester, Vt., Oct. 1-4 

Mr. Richard I, Nevin, P.O. Box 904, Trenton 5......... Atlantie City, May 14-18 


R. R. Marshall, 


Herbert T. Wagner, 750 Third Ave., New York 1 


Mr. 


H Bowman, 42 8. Fifth East, Salt Lake City 2.... 


220 First Natl. Bank, speperqus Albuquerque, May 10-13 


Raleigh, May 1-4 


.|Mr. James T. Barnes, 203 Capitol Club Bidg., Raleigh.. 
Mr. Lyle Limond, Box 1198, Bismarck.................. Grand Forks, Apr. 30-May 3 
Mr. C. 8. Nelson, 79 East State St., Columbus 15...... Cleveland, wk. of May 15 
Mr. R. H. Graham, P.O. Box 9696, Shartel Station, 
Mr. Roscoe %. Miller, 1020 8S. W. Taylor St., Portland..|Medford, Sept. 23-25 
Mr. Lester H. Perry, 230 State St., Harrisburg cobuaeet Pittsburgh, Oct. 18-23 
M. J. A. Sanchez, Box 9111, Santurce................... Santurce, Nov. 22-26 
Thomas Perry Jr., 154 Waterman St., Providence 6....|Providence, May 12-13 
Mr. M. L. Meadors, 309 W. Evans St., Florence........ Myrtle Beach, May 17-19 
.| Mr. J. C. Foster, Ist Nat’l Bank Bldg., Sioux Falls....|Rapid City, June 20-23 
Mr. E, Ballentine, 112 Louise Ave., Nashville 5....|Nashville, Apr. 10-18 
Mr. L. Williston, 1801 N. Lamar Blvd., Austin...... Fort Worth, Apr 9-12 


Salt Lake City, Sept. 16-18 


Axel C. Hansen, St. Thomas, Virgin Islands.......... 

Mr. Getty Page, 128 Merchants Row, Rutland.......... Manchester, Oct. 1-4 

Mr. I. Howard, 4205 Dover Rd., Richmond 21 Roanoke, Oct. 4-7 

Mr. Ralph W. Neill, 1309 Seventh Ave., Seattle 1. Seattle, Sept. 13-16 

Mr. Charles Liv ely, Box 1081, Charleston 2%4............ White Sulphur Springs, 

Aug. 20-22 

Mr. C. H. Crownhart, P.O. 1109, Madison 1............ Milwaukee, May 3-5 

.'Mr. Arthur Abbey, Box 2036, Cheyenne................ Moran, June 11-14 
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IN CHRONIC BRONCHITIS 
AND ASTHMA, Choledy! helps 


breathing... 


e pulmonary function in 


the patient with emphysematous 
changes by letting air out as well 
as in. As aeration of the lungs is 
enhanced, breathing is eased, 
coughing and wheezing are re- 
duced, and acute episodes of bron- 
chospasm are often eliminated. 
Choledyl, the choline salt of theo- 
phylline, produces therapeutic 


evels orally with virtually 


none of the gastric distress that 


panies aminophylline. 


Average adult dose: one 200 mg. 
tablet q.i.d. Maximum results usu- 
ally achieved within two weeks. 


CHOLEDYL 


xtriphyiline) 
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MORRIS PLAINS. N. J. 
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DEPENDABLE 


In every field, recognition is gained by con- 
sistent quality and demonstrated depend- 
ability over many years. Phillips’ Milk of 
We will be happy to send you, Magnesia has won such a position as an 
pager excellent laxative and antacid. For over 75 


ee years it has been a choice of doctor and 
consumer alike. 


PREPARED ONLY BY THE CHAS. H. PHILLIPS CO., DIVISION OF STERLING DRUG INC., DEPT. A-69, 1450 BROADWAY, NEW YORK 18, N.Y. 
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evaluating 
pulmonary 
ventilatory 


n broad-spectrum antibiotic therap | 
function 
with new compactness 
portability . . . and 


designed to give accurate 
pertinent information required 
in functional respiration studies! 
. - Automatically records on 

chart the Vital Capacity, Timed 
Vital Capacity up to 6 seconds 
in tenths-of-seconds, and ve 
Maximum Expiratory Flow Rate including Chart 
(M.E.F.R.) in liters per minute! Illustrations and Inter- 


125 me. per tea- 
spoonful (6 cc.), 


{5 mg. per drop), 
calibrated 


J.A.M.A., June 6, 1959 


NEW 
McKesson Wéz/or 


for 


- Meticulously 


This Brochure gives 
complete details, 


pretations, Indications 
for Use, Mechanics of 


VITALOR 


Operations and Prices! 
Your letter or postcard 
will bring this 

Brochure by return mail! 


MSKESSON APPLIANCE COMPANY - TOLEDO 10, OHIO 


“Tell the doctor to make a Suplionte of 
this x-ray. I want to show my emplo: yees 
I am not mercenary and heartless. 


or a tobacco company—whatever 
ings, please keep it confidentia 
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The nutritional sto’ 
in this leaflet have been re 
by the Council on Foods o 
the Americor 


The information of dento! 
heolth contoined i” this 
leaflet is considered ad 
the American Dento! 
sociation to be in —, 
with current scientific 


knowledge (1959). 


ENRICHED ... 
and whole wheat flour 
foods are listed among j 
the “Essential Four” food 
groups set up by the 
Bureau of Human Nutri- 
tion—U.S. Dept. of Agri- 
culture. Diet selected 
from these foods pro- 
vides ample protein, vi- 
tamins and minerals, 


Wheat Flour Institute 


working for a healthier America through nutrition 


Although you might lodge a profes- 
sional protest ... snacking appears to 
be a popular and perhaps growing cus- 
tom in America. The social charm of 
food defies challenge. 

But the physician says we must watch 
weight and waistlines. The dentist ad- 
vises that certain foods may cause 
tooth decay. The nutritionist fears that 
snacks may dull appetites and crowd 
out other foods providing nutrients 
needed in balanced diet. 


NEW Leaflet—NEW Approach 


The attractive two color leaflet illus- 
trated here provides an authoritative* 
answer to questions about snacks. In 
20 pages, basic facts are presented about 
snacks and foods, meal planning, cal- 
orie control, causes of tooth decay... 
and what can be done to protect a fam- 
ily from the hazards of uncontrolled 
snacking. 

Free Copies Available 

We will be glad to furnish quantities 
of the leaflet to you at no charge for 
professional distribution. It contains no 
advertising. Why not send today for a 
free review copy—so you may determine 
for yourself whether you approve, and 
if you can use this new approach to 
problems of snacking. 


*Note statements of review from the American 
Medical and American Dental Associations. 


FREE - USE COUPON OR SEND R BLANK 


NAME 


To: Wheat Flour Institute 
309 West Jackson Bivd., Chicago 6, Illinois 


Please send me for professional review a free copy of the leaflet for 
patients on snack control. (Please print) 


Dept. JAMA 


ADDRESS 


CITY 


ZONE STATE. 


Copies for the non-professional—10 cents each. 
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me? 


TRIAMINIC provides around- 
the-clock freedom from hay 
fever and other allergic respir- 
atory symptoms with just one 
tablet q. 6-8 h. because of the 
special timed-release design. 


Triaminic 


Each TRIAMINIC timed-release tablet provides: 


Phenylpropanolamine HCl 
Pheniramine maleate 


50 mg. 
25 mg. for prompt and prolonged relief. 


Pyrilamine maleate 


25 mg. 


running noses &. &. - and open stuffed noses orally 


when pollen allergens 
attack the nose... 


Triaminic provides effective therapy in 
respiratory allergies because it combines 
two antihistamines’? with a decongestant. 


These antihistamines block the effect of histamine on the 
nasal and paranasal capillaries, preventing dilation and 
exudation.’ This is not enough; by the time the physician 
is called on to provide relief, histamine damage is usually 
present and should be counteracted. 


The decongestive action of orally effective phenylpro- 
panolamine helps contract the engorged capillaries,‘ 
reducing congestion and bringing prompt relief from 
nasal stuffiness, rhinorrhea, sneezing and sinusitis.° 


TRIAMINIC is orally administered, systemically distributed 
and reaches all respiratory membranes; it therefore avoids 
nose drop addiction and is not likely to cause rebound 
congestion.®* TRIAMINic can be prescribed for prompt 
relief in summer allergies, including hay fever. 

References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. $. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 


1958. 6. Lhotka, F. M.: Illinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 5:1183 (Sept.) 1958. 


Also available: TRIAMINIC syRUP for those 
patients of all ages who prefer a liquid 
medication. Each 5 ml. teaspoonful is 
equivalent t6 4 Triaminic Tablet or 4 
Triaminic Juvelet. TRIAMINIC JUVELETS 
provide half the dosage of the Triaminic 
Tablet with the same timed-release action 


SMITH-DORSEY + a division of The Wander Company + Lincoln, Nebraska + Peterborough, Canada 
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of nervous, tense patients 
recovered or improved 


For your patients, Miltown promptly checks emotional and 
muscular tension. Thus, you will make it easier for them to 


lead a normal family life and to carry on their usual work. 


For you, the choice of Miltown as the tranquilizer means the 
comfortable assurance that it will relieve nervousness and ten- 
sion without impairing your patient's mental efficiency, motor 
control, normal behavior or autonomic balance. 


Miltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; bottles of 50. 


Wy WALLACE LABORATORIES, New Brunswick, N. J. 
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AIDS EMOTIONAL ADJUSTMENT 
TO CHRONIC ILLNESS 


Through effective relief of anxiety, irri- 
tability, insomnia and tension, Miltown 
aids the patient to “live with his dis- 
ease,” especially during difficult adjust- 
ment periods. 

Miltown is well tolerated and “there- 
fore well suited for prolonged treatment 
in chronic disorders with emotional com- 
plications.” (Friedlander, H. S.: Am. J. 
Cardiol. 7:395, March 1958.) 
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Miltown 


meprobamate (Wallace) 


Available in 400 mg. scored and 200 mg. sugar- 
coated tablets; bottles of 50. Also available as 
MEPROSPAN* (200 mg. meprobamate continuous 
release capsules) and MEPROTABS* (400 mg. 
unidentifiable, coated meprobamate tablets). 


When mental depression complicates chronic 
disease: DEPROL* (1 mg. benactyzine HCl plus 
400 mg. meprobamate). #TRADE-MARK 


(iy) WALLACE LABORATORIES, New Brunswick, N. J. 
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“Gitalin [GITALIGIN] is a very useful 
cardiac glycoside for the treatment of 
congestive heart failure in elderly pa- 
tients hecause of its wide therapeutic 


range and efficacy.’* 


GITALIGIN 


SIGNIFICANT WIDE SAFETY MARGIN—AVERAGE THERAPEUTIC 
DOSE ONLY 3 THE TOXIC DOSE.t 


FASTER RATE OF ELIMINATION THAN DIGITOXIN OR DIGI- 
TALIS LEAF. Therefore, should toxicity inadvertently oc- 
cur, symptoms would be of much shorter duration with 
GITALIGIN, 


THESE SIMPLE DOSAGE EQUIVALENTS MAKE IT EASY TO 
SWITCH YOUR PATIENT TO GITALIGIN—0.5 mg. of Gitaligin 
is approximately equivalent to 0.1 Gm. digitalis leaf, 0.5 
mg. digoxin or 0.1 mg. digitoxin. 


Supplied: 
GITALIGIN 0.5 mg. Tablets — bottles of 30 and 100. 
GITALIGIN Injection Ampuls— 

2.5 mg. in 5 ce. sterile, L. V. solution. 
GITALIGIN Drops— 

30 cc. bottle with special calibrated dropper. 


*uanris, R , AND DEL GIACCO, R RAR» AM HEART J 52 300 [AUG.) 1956 
TWHITE S BRAND OF AMORPHOUS GITALIN + TGIBLIOGRAPHY AVAILAGLE ON REQUEST 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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Succinate 


“,..a distinct advance in parenteral chloram- 
phenicol therapy,”! CHLOROMYCETIN SUC- 
CINATE is a soluble ester of CHLOROMYCETIN 
that can be administered intramuscularly, 
intravenously, or subcutaneously. CHLORO- 
MYCETIN SUCCINATE is rapidly hydrolyzed 
by body esterases and produces effective blood 
and tissue concentrations of CHLOROMYCETIN 
within a short time.2 Tissue reaction at the site 
of injection is minimal,? permitting continuous 
daily dosage, even in pediatric patients.' 


WIDE-SPECTRUM ANTIMICROBIAL EFFECTIVENESS 
CHLOROMYCETIN SUCCINATE, providing 
broad-spectrum antimicrobial effectiveness, 


may be used whenever CHLOROMYCETIN is 
indicated. It has produced effective response 
in respiratory, gastrointestinal, and rickettsial 
infections.!54 Because of the rapid, effective 
blood levels of CHLOROMYCETIN provided, it 
is especially useful in Hemophilus influenzae 


TYPICAL CLINICAL EXPERIENCE WITH CHLOROMYCETIN 
SUCCINATE 


RESULTS 
Excellent 
to Good Fair Poor 


Number 


Type of infection of Patients 


Respiratory’** 32 
Shigella dysentery’ 14 
Enteritis* 6 
Bacteremia’™* 5 
Meningitis'* 3 
Rocky Mountain 

spotted fever'** 
Ear abscess with 

cellulitis® 1 
Lung abscess* 
Typhoid fever* 1 


TOTALS 70 64 2 4 
*Includes 15 patients who were administered CHLOROMYCETIN 
SUCCINATE by nebulization under intermittent positive pres- 
sure breathing. 
**Patient was hydrocephalic at birth; cerebrospinal fluid was sterile 
at time of death. ! 


PARKE, DAVIS & COMPANY °* DETROIT 32, MICHIGAN $ 


meningitis, in certain septicemias, typhoid 
fever, and other Salmonella infections.!4 


WELL TOLERATED 

CHLOROMYCETIN SUCCINATE is well toler- 
ated, even by small children. Signs of irritation 
at injection sites have been few.!4 


DOSAGE AND ADMINISTRATION — Adults: 1 Gm. every 
six to eight hours. Children: 100 mg. per Kg. 
of body weight per day in divided doses at six- 
to eight-hour intervals. The total dose in chil- 
dren should not exceed the adult dose of 1 Gm. 
given at any single injection, with exception 
of treatment of Hemophilus influenzae menin- 
gitis in which higher doses are employed. 

In all cases, severity of infection and clinical 
response to therapy should be the guiding fac- 
tors determining the proper dosage schedule. 
Premature and full-term newborn infants re- 
quire special dosage supervision. For details 
see literature. 


SUPPLY—CHLOROMYCETIN SUCCINATE 
(chloramphenicol sodium succinate, Parke- 
Davis) is supplied in Steri-Vials,® each contain- 
ing the equivalent of 1 Gm. chloramphenicol; 
packages of 10. 


CHLOROMYCETIN is a potent therapeutic agent 
and, because certain blood dyscrasias have been 
associated with its administration, it should not be 
used indiscriminately, or for minor infections. Fur- 
thermore, as with certain other drugs, adequate 
blood studies should be made when the patient 
requires prolonged or intermittent therapy. 


REFERENCES —(1) Ross, S.; Puig, J. R., & Zaremba, E. A., in 
Welch, H., & Marti-Tbafiez, FE: Antibiotics Annual 1957-1958, 
New York, Medical Encyclopedia, Inc., 1958, p. 803. (2) Glazko, 
A. J., et al.: ibid., p. 792. (3) Payne, H. M., & Hackney, R. L., 
Jr., in Welch, H., & Marti-Ibafiez, FE: Antibiotics Annual 1957- 
1958, New York, Medical Encyclopedia, Inc., 1958, p. 821. 
(4) McCrumb, FE R., Jr.; Snyder, M. J., & Hicken, W. J.: ibid., 
p- 837. 
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QUALITY / RESEARCH / INTEGRITY 


Darvon Compound potent - effective - well tolerated 


Combines, in a single Pulvule®, the analgesic action of Darvon® (dextro propoxy- 
phene hydrochloride, Lilly) with the antipyretic and anti-inflammatory benefits of 
A.S.A.® Compound (acetylsalicylic acid and acetophenetidin compound, Lilly). 


Darvon Compound obviates the need for a narcotic prescription. 
Usual dosage for Darvon Compound is 1 or 2 Pulvules three or four times daily. 


Also available: Darvon, in 32 and 65-mg. Pulvules. Usual dosage is 32 mg. every 
four hours or 65 mg. every six hours. 


4 Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


i ELI LILLY AND COMPANY ° INDIANAPOLIS 6, INDIANA, U.S.A. 
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N A previous paper’ the incidence of 
polyps of the colon and rectum and their 
relationship to carcinoma was reported in 
7,487 patients undergoing proctoscopic 
and x-ray surveys as part of routine gastrointestinal 
examination during the interval from Jan. 1, 1947, 
to Dec. 31, 1951. Polyps of the rectum or colon 
were found in 401 patients. From Jan. 1, 1952, to 
Dec. 31, 1952, 136 additional patients with polyps 
were discovered in a series of 2,182 similar exam- 
inations. Thus, 537 patients with polyps were noted 
among 9,669 undergoing routine examinations in a 
period of six years, an incidence of 5.5%. 

Some of the original 401 patients were reexamined 
at least yearly from 1947 to 1951. But from Jan. 1, 
1952, to Dec. 31, 1956, a vigorous attempt was made 
to persuade each of the 537 patients to return yearly 
for examination. This report is based on the four- 
year to nine-year follow-up survey. 

The purposes of the present study were (1) to 
determine the practicability of a long-term program 
of periodic reexamination of patients of this type; 
(2) to determine the rate of formation of new 
polyps and the possible relationship of these lesions 
to carcinoma of the colon; (3) to observe the fate 
of patients whose polyps presented early malignant 
change and yet were excised locally; (4) to evaluate 
the diagnostic roles of x-ray examination and proc- 


POLYPS OF THE COLON AND RECTUM 
A FOUR-YEAR TO NINE-YEAR FOLLOW-UP £TUDY OF FIVE HUNDRED THIRTY-SEVEN PATIENTS 
J. Alfred Rider, M.D., Joseph B. Kirsner, M.D., Hugo C. Moeller, M.D. 


Walter L. Palmer, M.D., Chicago 


In a six-year period, 9,669 proctosigmoid- 
oscopic and x-ray examinations resulted in 
detection of polyps in 537 patients. A vigor- 
ous follow-up program from four to nine years 
later revealed that new polyps developed in 
approximately 40% of these patients, in- 
dicating need for frequent reexamination. 
Incidence of carcinoma of the colon was twice 
as high in patients with multiple polyps as in 
those with single polyps. Local removal ap- 
peared to be adequate treatment for benign 
polyps and for adenocarcinoma within reach 
of the proctosigmoidoscope. 


tosigmoidoscopy; and (5) to attempt to determine 
whether a systematized examination of patients 
prone to develop polyps, and the consequent early 
detection and treatment of malignant and premalig- 
nant lesions, would result in a higher rate of cur- 
ability of carcinoma. 


Practicability and Cost of Program 


Problem of Patients’ Cooperation.—Cooperation 
of the patients is essential in any long-term follow- 
up study. Since this program was designed to select 


From the Department of Medicine, University of Chicago. Drs. Rider and Moeller are now at the University of California School of Medicine, San 


Francisco. 
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subjects consecutively, no attempt was made in ad- 
vance to determine the willingness of the patients 
to participate; nevertheless, the over-all response 
was encouraging. 

A yearly letter was sent to each of the 537 pa- 
tients, explaining the significance of the program 
and inviting their return for examination at no cost. 


TasLe 1.—Patients Reexamined Each Year, 1953-1956 


Patients 
Dead Living Examinations, No, 
At Begin- Exam- Total 
ning of During Proctos- inations, Reexam- 
Yr. Year Year copy X-Ray Both Total ined, % 
1958 6 16 495 81 7 266 354 71.5 
1954 42 15 480) 42 ll 272 325 67.7 
1955 57 6 474 2% 19 2R2 326 68.8 
1956 63 7 467 38 18 277 833 71.3 


If no reply was received, a second letter was sent. 
The third attempt consisted of a registered letter. 
If these measures failed, the patient was called on 
the telephone at home or at work. In individual 
cases relatives or family physicians were helpful in 
reaching the patients for return examination. 

The general results seem excellent. Of the 537 
patients 498 (92.7%) had at least one follow-up 
examination. A total of 149 patients participated in 
at least four consecutive years of follow-up study. 
Many patients cooperated from the outset; others, 
not cooperating initially, participated in the second, 
third, or fourth years either because their attitude 
had changed or because they had developed a medi- 
cal problem. Only 39 patients (7.3%) failed to re- 
turn during the course of the study, although 
presumably they were alive. Twenty-three individ- 
uals refused to return, offering reasons such as good 
health, antagonism toward the hospital or its per- 
sonnel, age, the inconvenience or unpleasantness of 
the examination, or failure to understand the sig- 
nificance or necessity of the program. 

Table 1 summarizes the yearly distribution of the 
total number of reexaminations during the last four 
years of the study. The high percentage of surviving 
patients reexamined during 1956 (71.3%), identical 
with that during 1953 (71.5%), reflects the patients’ 
splendid cooperation. 

Cost of Program.—The practicability of the pro- 
gram depended in large measure on the willingness 
of the staff to provide follow-up examinations at no 
cost; for, as a rule, no charge was made for the 
proctosigmoidoscopy and follow-up visits. The year- 
ly x-rays of the colon were financed largely by a 
grant from the National Institutes of Health, 
although in some cases the patients paid for them. 
The department of roentgenology performed the 
examinations at the bare cost of the materials. 

Although the exact cost per individual patient or 
individual examination is difficult to estimate, the 
cost of the entire program can be approximated by 
totaling the amount contributed by the Public 
Health Service during the five years of the study, 
the amount of service donated by the staff in terms 
of the monetary value of the proctosigmoidoscopic 
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examination, and the subsidy by the department of 
roentgenology in terms of income forfeited. No at- 
tempt has been made to place a monetary value on 
the time donated by us for our roles in organizing 
and supervising the project, performing examina- 
tions, analyzing data, or submitting annual reports. 

The estimated contribution of each of the above 
participants to the “polyp project” from Jan. 1, 1952, 
to Dec. 31, 1956, was as follows: National Institutes 
of Health grants, $48,104; proctoscopic examinations 
(1,618 at $10 each), $16,180; subsidy by depart- 
ment of roentgenology for x-rays of the colon (1,354 
at $18 each), $24,372. According to these estima- 
tions the total cost of the study was $88,656, repre- 
senting an average cost of approximately $195 per 
original patient for the entire study. Similar low-cost 
rates will not be possible for future follow-up 
projects. 


Formation of New Polyps and Relationship 
of Polyps to Carcinoma 


Rate of Formation of New Polyps.—Of the 537 
patients 372 had follow-up examinations four or 
more years after their original polyps were dis- 
covered. The rate of formation of new polyps of 
the colon in this group was very high, 153 patients 
or 41.1%, 

As noted in our previous report’ patients with 
multiple polyps at the original examination mani- 
fested a greater tendency to develop new polyps 
than patients with single polyps, although in both 
groups the rate of new formation greatly exceeded 
the 5% expectation for the general population. In 
the patients with multiple polyps the rate of new 
formation was 55.7%; in those with single polyps, 
38.5%, 

Table 2 shows in detail the distribution of pa- 
tients by year of follow-up examination. The per- 
centage of new polyp formation ranged from 9.3 to 


TABLE 2.—Distribution of Patients Participating in 
Follow-up Studies by Rate of Recurrence 


Patients with 
New Polyps, No. 


Original- Original- 
Total ly with ly with Combined Total 
Returning, Single Multiple — 


Follow-up 


Period, Yr. No. Polyps Polyps No. % 
392 31 18 49 12.5 
271 34 9 43 15.9 
311 33 10 43 13.8 
310 28 42 13.5 
249 23 5 28 12 
1 15 9.7 
Vencepensicccesisccsvses 107 10 0 10 9.3 
67 6 1 7 1.4 
Birccnccccocccecccccccee 30 3 0 3 10.0 


15.9; during the last four years the yearly rate of 
recurrence approximated 10%. Thus, the year of 
follow-up examination seemed to make little differ- 
ence with respect to the percentage of patients 
found to have developed new polyps. 

The histological diagnoses ' of the original polyps 
also appeared not to correlate significantly with the 
rates of new polyp formation (table 3), except for a 
slight tendency toward fewer new polyps in the 
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group with benign lesions than in those with malig- 
nant polyps; but this difference is of doubtful 
significance because of the small size of the samples. 

Relationship of Polyps to Carcinoma of the Colon. 
—The incidence of carcinoma of the colon in 9,132 
patients without polyps was approximately 2%. 
Among the 537 patients with polyps, the incidence 
of carcinoma in the polyps was 5.8% (not including 
adenocarcinoma or associated colonic carcinoma). 

Table 4 lists the original pathological diagnoses ' 
with respect to single and multiple polyps. In the 
patients with single polyps 19 had carcinomatous 
polyps and 33 had associated carcinoma of the 
colon, an incidence of 11.6%; whereas in the pa- 
tients with multiple polyps 12 had carcinomatous 
polyps and 6 had associated carcinoma of the colon 
(20.7%). The total incidence of carcinoma, either 
associated with polyps or in the polyps, exclusive 
of adenocarcinoma, was 13%. If adenocarcinoma is 
added, the combined incidence of malignant polyps 
and/or associated carcinoma was 32.2%. 
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Analysis of Deaths from Carcinoma.—As indicated 
in table 5, 32 (46%) of the 70 known deaths, as of 
Dec. 13, 1956, were caused by carcinoma and 25 
(78.1%) by gastrointestinal cancer. Deaths from 
carcinoma of the colon accounted for 16 (50%) of 
the total deaths from cancer in various sites, a very 
high rate. A higher rate of deaths from carcinoma 
occurred among patients with original diagnoses of 
multiple polyps than among those with single 
polyps: 8 patients (9%) of the 87 with multiple 
polyps died, whereas 24 (5%) of the 460 patients 
with original diagnoses of single polyps died. 

For 13 of the 32 patients the diagnosis of car- 
cinoma was made at the time of the original exami- 
nation; 19 had no carcinoma at this time but later 
died of it. The distribution of deaths from carcinoma 
in terms of its presence or absence at the time of 
the original examination was as follows: Of 24 with 
single polyps, 9 did and 15 did not have carcinomas; 
of 8 with multiple polyps 4 did and 4 did not have 
carcinoma. 


TABLE 3.—Comparison of Original and Subsequent Pathological Diagnoses of Polyps 


No New Polyps 
Patients, Original 
No. Diagnosis vo. % 


Adenocarcinoma 
Multiple 


Carcinoma 


No diagnosis 
Multiple 


otal 
( 


Benign able 


Subsequent Polyps, Diagnosis* 
New Polyps 
— 


Question- Adeno- No 
earcinoma Carcinoma Diagnosis 


me: 


ne 


*In cases where more than one subsequent polyp was found only the most significant pathological diagnosis was recorded. 


To determine the incidence of subsequent carci- 
noma a detailed analysis was made of the 372 pa- 
tients who were examined four or more years after 
the original diagnoses. Among the 311 patients 
originally diagnosed as having single polyps 10 
(3.2%) were subsequently found to have carcino- 
matous polyps and/or associated carcinoma of the 
colon; among the 61 patients with multiple polyps 
originally 2 (3.3%) were subsequently found to 
have carcinomatous polyps and/or associated car- 
cinoma of the colon. The incidence of subsequent 
carcinoma in the total 372 patients with single and 
multiple polyps was 3.2%, significantly lower than 
the 13% in the original group of 537 patients 
examined at the beginning of the study. The de- 
crease may reflect the beneficial effect of prompt 
removal of the premalignant lesion. If adenocarci- 
nomatous polyps are included, the incidence of sub- 
sequent malignancy was 6.7%, far below the cor- 
responding figure of 32.2% noted on the original 
examination and again suggesting the possible bene- 
ficial effect of early removal of polyps. 


Only five deaths from carcinoma of the colon 
had occurred four to nine years after an original 
examination showed no evidence of carcinoma. On 
the basis of the original group of 467 patients with- 
out carcinoma, this incidence is 1.1%. This figure 
can be compared to the 11 deaths occurring four to 
nine years later among the 70 patients who did 
have carcinoma at the time of the original examina- 
tion, as either a carcinomatous polyp or an associ- 
ated colonic carcinoma, an incidence of 15.7%. (It 
is only a coincidence that there were 70 original 
carcinoma cases and a total of 70 deaths in patients 
in the study. ) 


Patients Whose Polyps Manifested 
Adenocarcinomatous Change 


Follow-up data are available on 56 patients with 
polyps originally diagnosed as adenocarcinoma 
(carcinoma in situ or adenocarcinoma grade 1). 
Thirty-two (57.1%) had no subsequent polyp for- 
mation; 19 of the 28 with single polyps had been 
treated by local biopsy only and 9 by simple surgi- 


- 
| 
: 
: 
* 
4 
{ 
4 
No. % 
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234 139 59.4 75 5 7 40.6 
Questionable i 
7 1 14.3 1 2 6 85.7 
37 59.5 he 2 15 40.5 
44 23 52.3 12 2 2 21 47.7 
46 Single 28 60.9 9 1 3 18 39.1 
56 Total 32 57.1 10 1 5 24 42.9 
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cal excision. Twenty-four patients (42.9%) sub- 
sequently developed polyps; 8 were adenocarcino- 
matous or frankly carcinomatous polyps, and these 
merit further description. 

Case 1.—A 55-year-old woman had a large fun- 
gating mass, diagnosed as adenomatous rectal 
papilloma, probably carcinoma, which was removed 


TABLE 4,—Original Pathological Diagnoses 
Single Polyps Multiple Polyps 


Benign and questionable 325 
Adenocareinomatous 83 15 

Associated carcinoma of colon ........ 3 6 


by biopsy snare at a level 17 cm. above the anal 
ring. Two weeks after this an adenocarcinomatous 
polyp was removed at the same level, again by 
biopsy snare at proctoscopy. Three years after this 
removal the patient underwent an anterior resection 
of the sigmoid colon for adenocarcinoma, with an 
end-to-end anastomosis. Two years postoperatively, 
results of proctosigmoidoscopic examination were 
negative. Three years later the patient reported that 
she remained in good health. 

Case 2.—A 39-year-old woman had three polyps, 
from 1 to 2 cm. above the anal ring, which were 
removed by minor surgery. These were diagnosed 
as adenomatous, adenocarcinomatous, and adeno- 
matous hyperplastic, respectively. Two years post- 
operatively two polyps were removed locally from 
the 5-cm. level and were diagnosed as hyperplastic 
rectal mucosa. After another two years the patient 
again developed numerous small polyps, located 
immediately inside the anal ring in a hypertrophied, 
friable mucosa. A surgical transanal partial excision 
was performed. Seven months after this, procto- 
sigmoidoscopy revealed a sessile polyp; this was re- 
moved by local surgery, and the diagnosis again 
was adenocarcinoma. The next year the patient was 
found to have a plaque-like area of adenocarcinoma 
just inside the anal ring; this area was fulgurated. 
Examinations two and three years subsequently (six 
and seven years, respectively, after the original diag- 
nosis) showed no further disease. 

Case 3.—A 56-year-old woman had an adenocarci- 
nomatous polyp at the splenic flexure, which was 
excised. Two years postoperatively the patient 
developed another adenocarcinoma at the 13-cm. 
level, which was excised locally. In the third year of 
follow-up study the patient underwent a sigmoid 
polypectomy for an adenocarcinomatous polyp. In 
the fourth year a polyp, diagnosed as a hyperplastic 
mucosal nodule, was found at the 11-cm. level. The 
examination showed no further disease in the fifth 
year, but in the sixth year a polyp was discovered 
in the hepatic flexure; this has not yet been removed. 

Case 4.—A 66-year-old man had an adenocarcino- 
matous polyp just within the anal ring, which was 
removed. The next year the patient had another 
adenocarcinoma in a similar area. In the second 
year of follow-up study the patient was noted to 


have a similar lesion in the same location; 10 months 
later a fungoid mass was found on the anterior wall 
just inside the anus and excised. The pathological 
diagnosis was adenocarcinoma. In the fourth year 
a combined abdominal-perineal resection was per- 
formed because of carcinoma. In the fifth year an 
adenocarcinomatous polyp was excised from the 
colostomy site. The x-rays at the sixth, seventh, 
eighth, and ninth year follow-up examinations 
showed no further disease. 

Case 5.—A 50-year-old man had three polyps at 
the sigmoid colon, which were removed by trans- 
abdominal incision. Two of these were diagnosed 
as adenocarcinoma, the other as a benign adenoma. 
In the third year a hyperplastic rectosigmoid polyp 
at the 13-cm. level was removed, and another polyp 
was seen in the proximal descending colon. Two 
polyps at the descending colon were excised by 
abdominal incision at the fourth-year follow-up 
examination. These were diagnosed as preinvasive 
carcinoma in a large polypoid adenoma and a small 
benign polyp, respectively. 

Case 6.—A 64-year-old man had a 5-mm. sessile 
polyp, diagnosed as adenocarcinoma, which was 
removed at the 13-cm. level. A biopsy was done on 
an irregular polypoid mass at the 7-cm. level. A 
diagnosis of malignant papillary adenomatosis of 
the rectum was made, and this lesion was removed 
surgically. In the second year of follow-up study a 
similar area was found at the 7-cm. level and diag- 
nosed as adenocarcinoma; the lesion was cauterized 
by a local physician. During the fourth year of 
follow-up study a plaque of polypoid nodules was 
seen in the same area and a biopsy was done. The 
diagnosis was adenomatous polyp, possibly malig- 
nant. The patient refused the recommended surgical 
resection. 

Case 7.—A 59-year-old woman had a papillary 
adenocarcinomatous polyp, at the 8-cm. level, which 
was removed. Three subsequent proctosigmoidos- 
copies showed no further disease, but the fourth, 
performed seven months after the original polyp 
was found, revealed a 3-cm. polyp at the 7-cm. 


TaBLE 5.—Analysis of Deaths in Patients Studied 


% of Total 

Gastro- 
Deaths, % of Total %of Total intestinal 
No. Deaths Carcinoma Carcinoma 


Total Deaths .......... 70 100.0 
Nonearcinoma ........ 38 4.3 “se 
Carcinoma ........... 32 45.7 100.0 
Nongastrointestinal .. 7 10.0 21.9 See 
Gastrointestinal ...... 25 85.7 78.1 100.0 
16 22.8 50.0 64.0 
Other Bites 9 12.8 28.1 36.0 


level. Biopsies indicated an adenocarcinomatous 
polyp, which was removed by surgical local ex- 
cision. No polyps were discovered during four sub- 
sequent years of follow-up examinations. 

Case 8.—A 57-year-old man had a 1.5-cm. polyp 
on a small stalk at the 8-cm. level, which was re- 
moved by cautery. The pathological diagnosis was 
adenocarcinoma. Biopsy of friable granular mucosa 
one and one-half years later demonstrated adeno- 
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carcinoma. One year later, although proctosigmoid- 
oscopy showed no disease, a barium enema re- 
vealed a polyp of the sigmoid colon. A segmental 
resection of the sigmoid colon with primary end-to- 
end anastomosis was performed. Careful examina- 
tion of the resected specimen revealed two polyps, 
one an adenocarcinoma and the other a benign 
adenomatous polyp. Repeated examinations, includ- 
ing x-ray and proctosigmoidoscopy, during the next 
three and one-half years showed no further disease 
(seven and one-half years of follow-up examination). 

The course of these eight cases indicates the 
importance of repeated examinations at regular 
intervals. Death from a subsequent carcinoma may 
be prevented after proper local excision or fulgura- 
tion of the lesions and early surgical resection. 
Patients with polyps originally diagnosed as adeno- 
carcinomas do not appear more likely to develop 
subsequent polyps than any other group of patients 
with polyps. Only eight (14.3%) of these patients in 
whom adequate follow-up study was available de- 
veloped additional malignant polyps and/or car- 
cinoma. This figure is significantly lower than the 
32.2% incidence of malignant polyps, carcinoma, 
and associated colonic carcinoma found at the origi- 
nal examination of the 537 patients with polyps. On 
the other hand this figure far exceeds the over-all 
incidence of malignant polyps and carcinoma noted 
in the total group of 9,669 patients (3.3%). Thus, 
patients with polyps appear more prone to develop 
malignant lesions in the colon and rectum than does 
the “average gostrointestinal patient.” 

Roles of X-ray Examination and Proctosigmoidos- 
copy in Early Discovery of Rectal and Colonic 
Neoplasms.—In our original study’ 92.5% of the 
cases of patients with polyps were diagnosed by 
proctosigmoidoscopy, whereas x-ray examination 
accounted for 7.5%. On subsequent follow-up exam- 
inations, however, the number of cases diagnosed 
by x-ray examination alone increased substantially 
to 27.3%, probably as a result of the more frequent 
use of air contrast studies and the more careful 
examinations in these selected cases, stimulated by 
the knowledge that the patients were prone to 
develop polyps. Thus, while both procedures are 
indispensable, the results obtained by proctosig- 
moidoscopy are the more rewarding. 


Comment 


In a six-year period 9,669 proctosigmoidoscopic 
and x-ray examinations resulted in the detection of 
polyps in 537 patients. A vigorous follow-up pro- 
gram from four to nine years later yielded the fol- 
lowing important information: At one time or an- 
other, 92.7% of the patients returned for examina- 
tions. Of the original group of 537 patients 372 were 
reexamined in the four-year to nine-year study; 41% 
of these developed new polyps. The rate of new 
polyp formation did not vary greatly during each 
year of study, ranging from 9.3 to 15.9%, but it was 
higher than usual, indicating that members of the 
group were “polyp-prone.” 
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The incidence of carcinoma of the colon in pa- 
tients without polyps was 2.1%. The original inci- 
dence of carcinomatous polyps in the 537 patients 
was 5.8%. An additional 7.2% had associated car- 
cinoma of the colon; thus, 13% had carcinoma either 
in the polyp or in other sites. If the cases of car- 
cinoma in situ (adenocarcinoma) are added to this 
figure, then the percentage of patients with polyps 
with evidence of malignancy is 32.2. 

The incidence of subsequent carcinoma in the 372 
patients was 3.2%, considerably below the incidence 
found at the beginning of the study. This decrease 
may reflect the preventive effect of prompt removal 
of a premalignant lesion. During the course of this 
study 70 patieats died, 32 from carcinoma and, of 
these, 16 from cancer of the colon. 

Local treatment, i. e., removal by biopsy or snare, 
with fulguration of the base, appears to be adequate 
in dealing with the histologically benign polyp 
within reach of the proctosigmoidoscope. Large 
polyps in the rectum or colon should be removed 
surgically. Polyps with focal areas of carcinoma, but 
without invasion of the stalk (adenocarcinoma grade 
1 and carcinoma in situ), may be treated in the 
same manner as benign polyps, with frequent re- 
examination of the rectum and colon by proctosig- 
moidoscopy and barium enema. If invasion of ma- 
lignant cells is demonstrated in the stalk of a 
pedunculated polyp or in the intestinal wall, the 
preferred treatment is that required for carcinoma. 

Although there is probably great biological vari- 
ability in the behavior of polyps, there is no direct 
evidence in this long-term study that all polyps are 
progressive lesions, eventually becoming cancerous, 
or that all carcinomas originate as benign polyps. 
Occasionally, early carcinoma or carcinoma in situ 
may be detected in a grossly benign polyp. Since 
there is no decisive clinical method of predicting 
the behavior or the pathology of the individual 
polyp, such lesions should be removed. The patient 
with polyps is prone to develop additional polyps 
and also carcinoma of the rectum or colon at other 
sites. The incidence of carcinoma of the colon in 
9,132 patients without polyps was approximately 
2%. In the 537 patients with polyps in the present 
study, the incidence of carcinoma in the polyps was 
5.8%. The total incidence of carcinoma including 
associated carcinoma in other sites in the colon and 
excluding adenocarcinoma was 13%. 

The results of these studies indicate that the in- 
dividual colonic polyp, unless it is an obvious car- 
cinoma, can be treated adequately by local fulgura- 
tion or total removal by biopsy with no danger of 
local recurrence. The presence of a polyp is a sig- 
nal, however, indicating an abnormal colonic mu- 
cosa prone to develop either new polyps with vary- 
ing degrees of malignancy or carcinoma. Because of 
the predicted high rate of new polyp formation in 
patients prone to develop polyps, it is impossible on 
the basis of this study to determine when yearly 
reexamination is no longer necessary. However, the 
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present analysis suggests that it is reasonably safe 
to discontinue such examinations after they have 
shown no further disease for five consecutive years. 


Summary and Conclusions 


The presence of a polyp in the colon or rectum is 
an indication of an abnormal mucosa prone to de- 
velop new polyps, benign or malignant. New polyps 
developed in approximately 40% of patients with 
polyps of the colon and rectum observed for from 
four to nine years. The yearly new polyp formation 
rate, approximating 10%, indicated a group of pa- 
tients prone to develop polyps and requiring fre- 
quent reexamination. 

The incidence of carcinoma of the colon was 
twice as high in patients with multiple polyps as in 
those with single polyps; the lowered incidence of 
subsequent carcinoma of the colon suggests the 
beneficial effects of early diagnosis and removal of 
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polyps. Local removal appeared to be adequate 
treatment for benign polyps and for adenocarci- 
noma within reach of the proctosigmoidoscope. 
Patients with polyps should be examined annually 
until findings of at least five consecutive yearly proc- 
tosigmoidoscopic and roentgenologic examinations 
of the rectum and colon have been negative. 
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Currently, one of the problems facing medicine 
is the apparent pandemic of staphylococcic infec- 
tions. Almost every hospital has been alerted to or 
faced with the immediate problem of dealing with 
a seeming increase in staphylococcic infections. 
The literature on this subject is accumulating rap- 
idly. Investigators in the field of antibiotic research 
and development continue to search diligently for 
the drug that will effectively and safely destroy the 
staphylococcus. Accredited hospitals have active 
committees on infections. Hospital staffs are en- 
couraged to put aside one or more of the effective 
antistaphylococcic agents for special treatment of 
the more serious staphylococcic infections in order 
that, in case of an epidemic, “all of the eggs won't 
be in one basket.” Some surgical technicians, as- 
sured by the availability of many broad-spectrum 
antibiotics, became a bit careless after 1940 and 
their techniques became less strict. However, with 
the increase in staphylococcic infections, surgical 
masks have again been pulled over the nose, visi- 
tors to the surgical suites have been more carefully 
screened and cautioned, nursery personnel have 
been more frequently examined, and many physi- 
cians have become more reluctant to prescribe 
antibiotics when indications are not clear. The 


From the U. S. Naval Hospital, Great Lakes, Ill. 


STAPHYLOCOCCIC PNEUMONIA 
Capt. Shakeeb Ede, Capt. George M. Davis 


Capt. Francis H. Holmes, (MC), U. S. N. 


The assumption that staphylococci have 
gained in importance among the causes of 
pneumonia is questioned. The comparison 
here made between statistics published be- 
fore 1932 and the data assembled by the 
authors from 1,177 cases of acute pneumonia 
indicate a decline. But when staphylococcic 
pneumonia does occur it develops rapidly, 
the patient is liable to show sudden intensifi- 
cation of dyspnea and cyanosis, and serious 
complications are likely, Diagnosis depends 
on the bacteriologist, and treatment consists 
primarily of using the proper antibiotic. The 
disk-sensitivity method for determining the 
antibiotic has been practical and useful. 
Among the antibiotics tried by the authors, 
chloramphenicol with erythromycin and novo- 
biocin with erythromycin have seemed to be 
the most reliable. Symptomatic medication is 
also necessary. When complications like pyo- 
pneumothorax, empyema, or progressive 
pleural effusions appear, early surgical in- 
tervention is advised, and close cooperation 
between surgeon and internist should be 
maintained. 
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question of the place of the staphylococcic pneu- 
monias in this problem stimulated our group to this 
investigation. 

After the sulfonamides became available, the 
majority of physicians became increasingly less 
concerned about cases of pneumonia. With the 
many effective antibiotics available, the oft- 
repeated phrase, “If pneumonia is present, I can 
cure that” seemingly was true. However, on occa- 
sions, this supreme confidence in the power of the 
antibiotics became shaken when a patient with a 
fulminating staphylococcic pneumonia failed to 
respond. Intensive search for the causative organ- 
ism with particular reference to types of pneumo- 
cocci responsible has given way now to such ques- 
tions as “Is this a staphylococcic pneumonia?” and 
“Is it sensitive to an antibiotic?” 

Many physicians are reviewing their knowledge 
about pneumonias. There is concern over whether 
a new type of pneumonia has developed more or 
less as the result of the use or the abuse of anti- 
biotics. However, an excellent description was 
given by Reimann ' in 1933 with references to sim- 
ilar good descriptions by Chickering and Park,’ 
Netter,’ Leichtenstern,* and others long before, 
indicating that perhaps we have just forgotten 
sound previous knowledge and need only to re- 
familiarize ourselves with a problem that was 
apparent before the word antibiotic was ever used. 

Is the incidence of staphylococcic pneumonia 
really increasing? If so, perhaps we would be justi- 
fied in assuming that the abuse of antibiotics may 
be a factor. Cole ° reported on a series of 211 acute 
pulmonary infections from 1927 to 1928, stating 
that 9% were due to or associated with staphylo- 
coccus. Habbe® in 1929 called attention to the 
relatively high incidence of this organism found at 
autopsy in 270 cases of fatal acute pneumonia. 
Lyon, in 1922, felt that the staphylococcus was an 
important etiological agent (9.6%) in the acute 
pueumonias seen in children. Menten and associ- 
ates ’ presented sound evidence that staphylococcic 
pneumonia was definitely a serious problem long 
before antibiotics were made available. 


Results of Present Study 


At the U. S. Naval Hospital, Great Lakes, IIl., 
from 1957 to 1958, there were 11,112 admissions. 
Of this group, there were 1,177 patients (10%) with 
acute pneumonia. Eighteen of these cases (1.5%) 
were of staphylococcic etiology. From 1956 
to 1957, there were 477 (4.4%) cases of acute pneu- 
monia in a total of 10,931 admissions. Seven of 
these (1.5%) were proved to be of staphylococcic 
etiology. The higher percentage of acute pneu- 
monias in the 1957-1958 period was directly corre- 
lated to the influenza epidemic during this time. 

From those that occurred during the past three 
years, 36 cases of staphylococcic pneumonia were 
analyzed. To determine how many patients of this 
group required some type of operation, the follow- 
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ing complications and procedures were reviewed: 
death, 1; bilateral pyopneumothorax, 1; unilateral 
pyopneumothorax, 8; pleural effusion, 8; empyema, 
10; lung abscess, 3; pericarditis, 1; shift and fixation 
of the mediastinum, 1; pneumatocele, 1; atelectasis, 
2; thoracentesis (single or multiple), 16; thoracot- 
omy with closed tube drainage, 15; partial lobec- 
tomy, 1; and decortication, 3. 

While the follow-up period is still too short to 
evaluate distant complications, such as bronchiecta- 
sis, emphysema, or pulmonary fibrosis, to date only 
one case has shown residual bronchiectasis and we 
have been impressed with the ability of the pul- 
monary structures to effectively and apparently 
completely recuperate once the acute process is 
controlled. It is further believed that, quite possi- 
bly, the three decortication procedures might well 
have been avoided had surgical intervention been 
more prompt. 

In these 36 cases collected since 1956, the only 
death occurred within 72 hours of the initiation of 
the patient’s symptoms. Attention is directed to the 
fact that 34 of these cases were of primary pneu- 
monia, apparently incurred outside the hospital in 
the same manner that bronchopneumonia or pneu- 
mococcic pneumonia is contracted. Two of the 
cases were of secondary pneumonia, one secondary 
to osteomyelitis and one secondary to a carbuncle 
on the neck. Each of these patients had a positive 
blood culture. None of those with primary pneu- 
monia had positive blood cultures. It is considered 
most important to realize that most of these cases 
were not due to a “hospital organism.” Four cases 
may have been due to a hospital organism in that 
two of the infants observed were children of staff 
physicians; the mother of one patient worked in 
the nursery and her throat culture showed coagu- 
lase-positive Staphylococcus aureus in almost pure 
culture, and one patient contracted his disease 
while under observation in a surgical ward. In 
each of these instances, the pneumonias were more 
severe, the complications more rapid, and the drug 
control more difficult. This has been our experience 
with the secondary infections arising immediately 
or shortly after surgical procedures. These seem to 
be hardier organisms, less amenable to medical 
therapy, and they give higher morbidity and mor- 
tality. Consequently, hospital organisms are to be 
feared. 

All patients admitted had x-ray evidence of 
pneumonia, and the specific bacteriological agent 
responsible was determined by throat or sputum 
cultures or, whenever possible, blood or pleural 
fluid cultures. Certain of these cases were quite 
benign, did not clinically seem like the type of 
infection we fear, and responded relatively dra- 
matically to various antibiotics. These might be 
classified with another type of acute pneumonitis 
wherein the throat and sputum cultures yield a 
high incidence of coagulase-positive Staph. aureus 
as an incidental finding. Yet, in each case, the or- 
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ganism was highly predominant in throat or sputum 
cultures and was sensitive to the antibiotic used 
by test; consequently, these cases were included. 
In each patient in whom a complication occurred, 
coagulase-positive Staph. aureus was cultured from 
the pleural fluid, empyema fluid, or abscess. Thus, 


Fig. 1.—Roentgenogram of patient with staphylococcic 
pneumonia, showing minimal involvement during first 24-48 
hours. 


it would seem that there has really been no in- 
crease in the problem but rather a reawakening 
that there has always been a problem. 


Predisposing Factors 


The predisposing factors present in staphylococ- 
cic pneumonia were ably and frequently described 
by many competent observers long before anti- 
biotics came into common use. Those that have 
impressed us are as follows: 1. An upper respiratory 
infection or influenza syndrome ushers in or is pres- 
ent immediately prior to the staphylococcic pneu- 
monia. 2. Children, and particularly infants, seem 
more susceptible to the more fulminating forms of 
this type of pneumonia. As might be expected, 
patients with fibrocystic disease are reported to be 
highly susceptible and, when the complication of 
staphylococcic pneumonia is superimposed, it is 
quite likely to end fatally. 3. A focal infection, such 
as staphylococcic cellulitis, carbuncle, or osteomye- 
litis, may result in bacteremia with multiple lung 
implants and serious pneumonia. 4. Debilitated 
patients and defective children seem more dis- 
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posed to develop staphylococcic pneumonia. Analy- 
sis of the histories of our patients has shown little 
to substantiate the feeling that the abuse of anti- 
biotics has contributed to the incidence of this 
type of pneumonia to date. 

What characterizes the patient with acute pneu- 
monia due to staphylococcus? On the whole, there 
is nothing short of bacteriological proof that defi- 
nitely identifies the disease clinically. Yet, certain 
signs, symptoms, or findings should alert the clini- 
cian to this possibility. Again, it is emphasized that 
many excellent reviews have described these find- 
ings. Those that seem significant to us are as fol- 
lows: 1. The presence of a dyspnea out of propor- 
tion to the clinical findings of pneumonia. 2. In the 
more virulent forms, a dusky cyanosis of the lips 
and nailbeds with the dyspnea. 3. The x-ray of the 
chest giving normal findings or showing minimal 
involvement for the first 24 to 48 hours (fig. 1). 
4. X-ray finding of multiple lobe involvement or 
scattered pneumonic areas within both lung fields 
(fig. 2). 5. In the patient showing toxic reaction and 
obviously ill, pleural pain particularly associated 
with a rapid or progressive pleural effusion which 
is not responding to the usual antibiotics. In 1959 
any patient who develops an empyema secondary 
to any acute pneumonia may have a staphylococcic 
infection. 6. The entire hemithorax becoming rap- 
idly involved (this is almost invariably staphylococ- 
cic in origin, particularly in an infant). 7. The 
development of pyopneumothorax or a broncho- 
pleural fistula during the course of acute pneumo- 


Fig. 2.—Roentgenogram showing multiple lobe involve- 
ment. 


nia. This virtually is an assurance of staphylococcus 
origin. This must be most carefully watched for and 
its development rapidly diagnosed and treated. 
Often the patient, though acutely ill, is seemingly 
holding his own and then suddenly shows even 
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more marked dyspnea, cyanosis, and even shock. 
Frequently, pleural pain heralds this; there may be 
progressive effusion prior to the pneumothorax and 
the clinician may become impressed with the am- 
phoric quality of the breath sounds as tension 
builds up in the involved area prior to the per- 
foration of the pleura. Pyopneumothorax may de- 
velop within one to four days after onset of illness 
in an infant or child. 8. Pneumatocele developing 
during the course of the acute pneumonia (fig. 3). 
9. Any acute pneumonia with which pleural effu- 
sion or, certainly, empyema has developed (fig. 4). 
Diagnosis 

The roentgenologist is invaluable in diagnosis 
and follow-up study of patients with more serious 
staphylococcic pneumonia. Probably the first indi- 
cation the roentgenologist has that a pneumonia 
is staphylococcic comes from the clinician who 
states his patient shows a greater toxic reaction than 
the x-ray findings would indicate. At least three 
of the present series of patients with pneumonia 
had negative findings on initial chest roentgeno- 
grams, although they were obviously in respiratory 
distress and acutely ill at the time of admission. 
Changes are rapid in staphylococcic pneumonia, 
and often a second chest x-ray taken within 24 
hours will show rather extensive findings. As 


Fig. 3.—X-ray appearance of pneumatocele secondary to 
staphylococcic pneumonia. 


pointed out by Rigler in 1933,° without clinical 
correlation, the appearance of a typical staphylo- 
coccic pneumonia is almost identical with that of a 
resolving lobar pneumonia or bronchopneumonia. 
The most common x-ray finding on admission in 
the patients ot this series was several small, roughly 
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oval or rounded areas of consolidation, quite often 
bilateral. Change in the appearance is again the 
rule, and clearing of many of the original foci may 
be observed. Concurrent with this clearing will be 
the appearance of new foci either in the same lobes 
or in hitherto uninvolved lobes. 


Fig. 4.—X-ray appearance of empyema as complication of 
staphylococcic pneumonia. 


Infiltrates that persist will usually demonstrate 
cavity formation within 96 hours (fig. 5). Special 
overpenetrated films may be necessary to demon- 
strate the early cavitation. After cavitation, any of 
six courses may develop: (1) spontaneous resolution 
of a cavity, (2) coalescing of small cavities to form 
larger cavities, (3) evacuation of the fluid content 
and persistence of the cavity as a pneumatocele, 
(4) bronchopleural fistula formation (pyopneumo- 
thorax), (5) empyema formation without broncho- 
pleural fistula, and (6) necrosis of affected lungs. 
The coalescing of small cavities is practically 
pathognomonic of staphylococcic pneumonia. 

In connection with bronchopleural formation or 
pyopneumothorax, it is felt that this is always 
heralded by pleural irritation and the attendant 
formation of fluid. Fluid formation is a sign to 
which the clinician should be alerted immediately, 
as it is a forewarning that a crisis in the manage- 
ment of the patient should be expected. With this 
sign the surgeon promptly is notified, in the event 
that bronchopleural fistulation may occur and may 
be attended by mediastinal shift and collapse of 
enough lung so that closed drainage may be life- 
saving. 
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Medical Treatment 


The medical treatment of this serious disease 
consists primarily of using the proper antibiotic. 
Along this line of endeavor, certain things have 
been quite valuable to us: 


Fig. 5.—X-ray evidence of lung infiltration which has 
persisted to cavity formation. 


First, the disk-sensitivity method of determining 
the appropriate antibiotic, available in most lab- 
oratories, has been practical and useful. Admitted- 
ly, it is not as accurate as the tube-dilution method; 
however, it is more rapid and more commonly 
available. 

Second, some of these infections will respond 
quite satisfactorily to average doses of penicillin 
and/or tetracyclines. However, in the acutely ill 
patient with an unusual amount of dyspnea and 
toxicity, these two drugs may be totally ineffective, 
and, if they are relied on too long, the patient may 
die. 

Third, chloramphenicol (Chloromycetin) with 
erythromycin and novobiocin with erythromycin 
have seemed to be our most reliable combinations. 
Full therapeutic doses are required. Often the use 
of all three has been effective. Continuation of 
therapy for 7 to 10 days after apparent recovery 
is advisable. 

Fourth, ristocetin, kanamycin, and massive doses 
of penicillin have been used an insufficient number 
of times by our group to state their true value. 

Fifth, oxygen, salicylates, anodynes, cough mix- 
tures, and sedatives haye been used as required 
symptomatically. Blood transfusions have been re- 
quired in a few cases in which anemia seemed to 
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contribute to slow convalescence. Gamma globulin 
has been used in critically ill patients, but its real 
efficacy could not be judged because of the variety 
of other agents being given at the same time. In 
patients in whom pleural pain was severe and 
agonizing, our anesthesiology department was sin- 
gularly successful in giving marked relief by re- 
gional blocks with procaine derivatives. Steroids 
were used with apparent good results for a short 
time in one patient with overwhelming toxemia. 


Surgical Treatment 


Before a discussion of the surgical treatment of 
this disease is undertaken, it is well to recall that 
Staph. aureus has been believed to produce potent 
enzymes (hyaluronidase, proteinase, and coagulase) 
and toxins (hemolytic toxin, leukocidin, and necro- 
toxin; alpha, alpha prime, and beta toxins have 
also been described). 

A fibrinolysin (staphylokinase) has also been 
found. One of the questions not infrequently puz- 
zling to the clinician is, “Even if my antibiotic 
reaches and kills the organism, will the purulent 
material remaining, though bacteriologically sterile, 
continue to offend my patient?” In certain of our 
patients we have apparently achieved bacteriologi- 
cally sterile cultures (blood, serous fluids, throat, and 
sputum), yet coalescing of abscesses, perforation of 
the pleura, and persistent fever has continued. 
Possibly the remaining toxin, e. g., the necrotoxin, 
remains active though the organism has _ been 


Fig. 6.—Diagram of underwater suction used in this series 
of cases. 


killed or is no longer reproducing. This concept 
lends support and logic to early surgical treatment 
of the complications. 

The complications occurring within the thorax 
during the course of the pneumonia are pleural 
effusion, empyema, pneumatocele, atelectasis, lung 
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abscess, pyopneumothorax or bronchopleural fistu- 
lation, pericarditis and mediastinal shift with pul- 
monary embarrassment and/or with fixation of the 
mediastinum in other than its proper anatomic 
position. 

In the patient who died within 72 hours after 
initiation of symptoms, postmortem examination of 
the lungs revealed the characteristic process. The 
lungs were completely riddled by multiple small ab- 
scesses. Some of these were in the process of bur- 
rowing and coalescing to form larger abscesses. 
Little intervening lung remained for ventilation, 
and the patient literally suffocated. 

A summary of some of our surgical recommenda- 
tions is as follows: 1. The prompt placement of a 
closed drainage tube attached to suction equipment 
in a patient with developing pyopneumothorax or 
bronchopleural fistula may be lifesaving. Certainly, 
it will decrease morbidity. 2. Early thoracentesis in 
a pleural effusion is of great diagnostic value. If the 
patient is not improving, it is our belief that, often, 
the introduction of closed drainage for 24 to 48 
hours (since the tube will likely remain closed 
after this) may result in a prompt improvement in 
the clinical condition of the patient. We have not 
seen any complications from this form of therapy, 
have found it safe and well tolerated by the pa- 
tients, and believe that it may have prevented 
progression of the disease and the necessity for 
decortication procedure later. Repeated thoracen- 
tesis is to be avoided. When the patient is not 
definitely improving and fluid is present and has 
been shown on culture to contain pathogenic staph- 
ylococci, we favor early closed-tube drainage in 
preference to repeated thoracenteses, even if the 
fluid is not empyematous in appearance. 3. Cer- 
tainly, prompt drainage of empyema is indicated. 
Delay in this with reliance on repeated thoracente- 
sis results in loculation of fluid difficult to find, in 
long morbidity for the patient, and in almost cer- 
tain necessity for eventual decortication. 4. As a 
rule, pneumatoceles are left alone; many have been 
seen to completely disappear after several months’ 
follow-up study. 

The technique for closed drainage with suction 
as employed by our group is as follows: With the 
patient in bed and under local anesthesia, an in- 
cision about 1 in. long is made in the skin of the 
chest wall in the intercostal space overlying the 
area involved. The incision is continued through 
the subcutaneous tissue, fascia, and muscle layer to 
the intercostal muscle. An anesthetist may give 
oxygen under positive pressure to prevent collapse 
of the involved lung when the pleural cavity is 
entered. A 32 F. catheter is then inserted through 
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the intercostal muscle with a large, blunt hemostat. 
Occasionally, a small catheter is necessary in an 
infant, but, by compression of the end of the 
catheter with the hemostat, large catheters can be 
safely passed between the ribs. Reliance on small 
catheters has been unsuccessful in our experience 
because they will not remain open a sufficient 
length of time. The catheter is secured adequately 
and connected to underwater seal and suction 
(fig. 6). The wound is closed in layers and dressing 
applied. Change of catheters as necessary to pre- 
vent collapse, empyema, or mediastinal shift is 
performed. 


Summary 


An attempt to correlate the incidence of primary 
staphylococcic pneumonia with the use of anti- 
biotics revealed that the incidence is apparently no 
greater now than prior to the development of 
antibiotics. Thirty-four cases of primary staphylo- 
coccic pneumonia and two cases of secondary 
staphylococcic pneumonia observed at the U. S. 
Naval Hospital, Great Lakes, IIl., since 1955, were 
included in the study. Chloramphenicol (Chloro- 
mycetin) plus erythromycin, novobiocin plus ery- 
thromycin, or a combination of all three seemed to 
give the most favorable results in the medical man- 
agement of the disease. A high incidence of com- 
plication was seen with this form of pneumonia. 

Close cooperation between the surgeon and in- 
ternist should be maintained, and early surgical 
intervention is advisable when complications arise. 
The prompt institution of closed tube drainage 
with use of a large catheter (30 to 32 F.) for 
pyopneumothorax, empyema, and __ progressive 
pleural effusions has been instrumental in saving 
lives and reducing morbidity. 
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Experience has shown that some physicians do 
not regard fecal impaction as a common clinical 
entity with serious potentialities. Our data are ob- 
tained from a study of 500 consecutive patients 
suffering from fecal impaction. The problem is anal- 
ogous to appendicitis or urinary obstruction and 
similarly requires prompt diagnosis and treatment. 
Proper management of fecal impaction will enhance 
the efforts of many who have pioneered in the 
prevention of unnecessary surgery. Much suffering, 
many laparotomies, and even colostomies may be 
avoided. 

Information relating to this subject in the text- 
books is incomplete. The common problems which 
plague patients must be considered. Physicians 
must be willing to examine and give the benefit of 
their experience to their patients. Problems of diag- 
nosis cannot be delegated to the “other fellow”— 
the nurse or laboratory technician. 

Constipation is a common ailment of mankind 
and since fecal impaction is a frequent sequela we 
believe that a didactic review substantiated with 
pertinent case histories and statistics is timely 
and imperative. The subject is important to both 
medical men and surgeons. If the surgeon fails to 
show sufficient awareness of this and other common 
ailments, those who believe that experience in gen- 
eral practice should be a requisite for specialty 
training have a point indeed. 


Definition and Etiology 


Definition Fecal impaction is defined as the 
presence of firm stool in the rectum or colon which 
can only be dislodged with the aid of the finger in- 
serted in the rectum, with enemas, or with an opera- 
tion. Its consistency may vary from putty-like to 
rock-like material. Although this is rare, we have 
seen fecaliths resembling billiard balls in both the 
small and large intestines causing intermittent in- 
testinal obstruction and requiring operation for 
cure, Miniature fecaliths are frequently seen in the 
appendix and in diverticula (fig. 1). 

The fecalith may consist simply of dehydrated 
stool or of a mixture containing other components, 
such as bulk laxatives, coriander seeds, drugs, or 
some other foreign body. Barium and bismuth have 
frequently been found in fecaliths. 

In functional cases, fecal impaction causes an 
incomplete intestinal obstruction. In organic stric- 
tures of the intestine, fecal impaction may precipi- 
tate complete intestinal obstruction. 


Resident in pathol y (Dr. Dresen), and Chief, Proctology Depart- 
ment (Dr. Kratzer), Allentown Hospital. 


FECAL IMPACTION IN MODERN PRACTICE 
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An increasingly large number of patients 
suffer from the various manifestations of fecal 
impaction. Proper management of the condi- 
tion will prevent much suffering, many 
laparotomies, and even colostomies. Fecal 
impaction is defined as the presence in the 
rectum or colon of firm stercus which can be 
dislodged only with the aid of the finger, 
enemas, or operation. Organic causes in- 
clude obstructing lesions, anal fissure, and 
diseases such as magacolon, general paresis, 
and infantile paralysis. Fecal impaction oc- 
curs at any age and can mimic other diseases 
by producing symptoms suggesting diarrhea, 
tumor, or urinary calculi. Physical examination 
may reveal a hard fecal mass in the rectum, a 
hard, putty-like mass at the end of the sig- 
moidoscope, distended abdomen, or palpa- 
ble hard iumps in the abdomen. Impacted 
scybala in the lower part of the sigmoid may 
be dislodged by pelvic, abdominal, or sig- 
moidoscopic manipulation. Colonic irrigation 
is a pertinent form of therapy for suspected 
impactions higher in the colon. Two typical 
case histories are presented. 


Etiology.—The causes of fecal impaction may be 
divided into functional and organic. Functional 
causes include dietary deficiencies, such as low- 
residue diet and insufficient food or liquids. The 
use of bulk laxatives, coriander seeds, or other for- 
eign bodies in the diet may act as a nidus for the 
development of an impaction. Prolonged bed rest 
due to sickness or accident may be responsible. Pa- 
tients taking large doses of antispasmodics have 
developed symptoms of intestinal obstruction and 
have been subjected to useless operations. 

The organic causes include obstructing lesions, 
such as cancer, of the colon (fig. 2), rectum, and 
anus. Anal fissure or other similar painful diseases 
of the anorectal area may indirectly cause fecal 
impaction because the patient subconsciously de- 
lays bowel movement or incompletely empties the 
rectum and thus allows for the hardening of the 
stool over the course of days or months. The dis- 
eases, such as megacolon, paresis, and infantile 
paralysis, due to the nervous imbalance produce 
delayed emptying of the colon and, thereby, fecal 
impaction. 
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Diagnosis and Treatment 


Diagnosis.—Fecal impaction occurs at any age 
and can mimic other diseases by producing symp- 
toms suggesting diarrhea, intestinal obstruction, 
tumors, megacolon, or urinary calculi. As in all 


COLON 


1LEUM-2 


Fig. 1.—Location and frequency of fecal impactions. 


diagnoses, the history is important. Oddly enough, 
patients with impaction in the rectum usually com- 
plain of diarrhea. This is usually because the im- 
pacted stool acts as a foreign body and the patient 
complains of frequent desire to empty the intestine. 
The impacted stool remains, but mucus, liquid 
stool, or even blood may be expelled at frequent 
intervals. The rectum may be so filled with stool 
that the patient does not have the strength to expel 
it completely but does expel a small amount each 
time. This is frequency from overflow. The situa- 
tion is analogous to a distended bladder in which 
the patient voids at frequent intervals. The patient 
usually expels gas but cannot expel the offending 
stool. The patient may also complain of abdominal 
cramps and symptoms of complete or incomplete 
intestinal obstruction. The impacted stool may cause 
ulceration of the mucosa with massive hemorrhage. 
Physical examination may reveal a hard stool in the 
rectum, a hard, putty-like mass at the end of the 
sigmoidoscope, distended abdomen, or palpable 
hard lumps in the abdomen. A roentgenogram of 
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the abdomen or a barium enema may be of help. 
One diagnostic help in digital or sigmoidoscopic ex- 
amination is the fact that a fecal impaction usually 
can be dented with the finger or the scope. How- 
ever, there are rare cases in which the fecalith is 
rock-like. 

Treatment.—Treatment is easy after the diagnosis 
is made. Impactions in the rectum can be broken or 
dislodged with the finger. Plain water enemas are 
helpful. Use of hydrogen peroxide has been dis- 
continued because of the frequent sequela of proc- 
titis. The patient should be in the knee-chest posi- 
tion, as water will not run uphill (fig. 3). Mineral 
oil instillations and enemas are used when the im- 
paction is in the sigmoid or ‘higher. The use of 
castor oil or similar laxatives by mouth in the pres- 
ence of rock-like impacted stool in the rectum and 
colon is contraindicated because of the danger of 
precipitating complete obstruction, rupture of a 
diverticulum, or anorectal trauma. One must re- 
member that in fecal impaction the intestine is 
partially obstructed and dilated. It is best to de- 
compress it by means of enemas and continue this 
decompression for a number of days or until the in- 
testine has regained its normal tone, after which 
an anticonstipation regimen with peristaltic stimu- 
lants may be used. 
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Fig. 2.—Method of inserting rectal tube beyond obstruc- 
tion. 


Fecal impactions in the lower part of the sigmoid 
may be dislodged by pelvic, abdominal, or sig- 
moidoscopic manipulation. For suspected impaction 
higher in the colon the colonic irrigation is a perti- 
nent form of therapy, especially after an inconclu- 
sive barium enema or in the face of a poor surgical 
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risk. The barium enema can always be repeated. 
The incidence of negative findings on exploration 
is high. 

When impaction is associated with organic stric- 
ture of the anus, rectum, or colon, management 
must be modified accordingly. If the anus is con- 
tracted due to scar or other disease, it may be nec- 
essary to anesthetize the patient to enlarge the 
opening for proper examination and removal of the 
impaction. Frequently the anorectal pathology can 
be removed at the same time. This is particularly 
true in strictures and fissures. If the obstruction is 
at the rectosigmoid or higher and still within reach 
of the sigmoidoscope, a rectal tube can frequently 
be forced through the narrowed area and allowed 
to remain there until irrigations have allowed the 


Fig. 3.—Knee-chest position for enema. 


imprisoned flatus and stool to escape, thus decom- 
pressing the colon and avoiding an emergency co- 
lostomy. Needless to say, one must be careful to 
avoid perforation of the colon. Good light and a 
long grasping forceps or wire mandrin are essential 
to the successful use of this maneuver. 

For organic strictures beyond the reach of the 
sigmoidoscope, surgical decompression is frequent- 
ly necessary. However, colonic irrigations with the 
patient in the knee-chest position should be given a 
fair trial. 


Report of Cases 


Stimulus for this study was provided by an in- 
creasingly large number of patients suffering from 
the various manifestations of fecal impaction. Two 
illustrative case histories are accordingly summa- 


rized. 
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Case 1.—A man, aged 76, complained only of 
moderate constipation but sought medical care 
when a sudden massive amount of blood was ex- 
pelled per rectum. Transfusion was necessary. 
Careful study, including sigmoidoscopy and x-ray 
of the colon, revealed only diverticulosis of the 
sigmoid colon. The patient was discharged but re- 
turned because of a fecal impaction in the rectum 
and recurrent hemorrhage. At laparotomy a large, 
partially obstructing mass was found at the ileoce- 
cal area. Hemicolectomy was performed, and the 
patient subsequently did well. The specimen 
showed a golf-ball-sized fecalith in the terminal 
ileum with localized ulceration and thickening of 
the intestine. 

Case 2.-A woman, aged 67, presented another 
unusual problem. Hemorrhoidectomy had been per- 
formed, and the patient had constant pain for 
three months after the operation. Due to language 
difficulties, the complaints were ill-defined. Fre- 
quent digital examinations failed to reveal anything 
wrong. The symptoms were considered to be due 
to nervous tension. Eventually, proctoscopic exam- 
ination disclosed a fecal impaction containing a 
gauze square as a nidus, the removal of which re- 
sulted in dramatic relief. 


Comment 


Typical case histories relative to the unusual 
problems presented by fecal impactions beyond 
the reach of the examining finger have been pre- 
sented. It is not necessary to cite cases of the usual 
impactions occurring low in the rectum. We must 
think of the possibility, insert the finger in the rec- 
tum, make the diagnosis, and institute proper ther- 
apy. 

Fecal impaction occurs when firm stool in the 
intestine or rectum can only be removed with the 
aid of the finger, enemas, or an operation. No age 
group is exempt, and any portion of the intestine 
may be involved, although the rectum is the most 
frequent site. 

Fecal impaction may be caused by organic dis- 
eases, such as obstructing cancers, fissures, anal 
strictures, megacolon, paresis, or infantile paralysis. 
Diagnosis may be made by evaluation of the symp- 
toms of obstruction, tenesmus, bleeding, and “false 
diarrhea,” supplemented by careful physical ex- 
amination, including digital examination of the 
rectum and proctosigmoidoscopic examination. A 
roentgenogram of the abdomen and barium enema 
are important. 

Treatment, in functional cases, consists chiefly of 
cleansing the rectum and lower part of the intes- 
tine by digital manipulation and enemas. In the 
presence of organic strictures of the anorectal area, 
anesthesia may be required for proper examination 
and treatment. In the presence of benign or organic 
strictures of the intestine, it may be possible to in- 
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sert a rectal tube with the aid of a sigmoidoscope 
proximal to the narrow segment and thus decom- 
press the intestine without resorting to emergency 
colostomy. 

Diagnosis and treatment of this common dis- 
order frequently requires some uncommon judg- 
ment and exercise on the part of the clinician, but 
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such effort should result in many grateful patients 
and prevent unnecessary operations. Because of the 
paucity of information on fecal impaction in the 
textbooks, we consider this subject to be timely 
and pertinent. 

1447 Hamilton St. ( Dr. Kratzer). 


Surveys and investigations have been made by 
committees in an attempt to find out how the num- 
ber of needless neonatal deaths can be reduced. 
Although the presence of congenital choanal atresia 
(atresia of the posterior nares) has never been con- 
sidered in these reports, this factor should be in- 
cluded, for a proper evaluation, as one of the 
causes of infant suffocation. Choanal atresia, bi- 
lateral and unilateral, is seldom recognized as one 
of the causes of asphyxia in newborn babies and 
in infants up to 5 months of age who are found 
dead in their cribs or carriages, but more attention 
should be given to this condition if infant mortality 
is to be reduced.’ As a significant finding in suffoca- 
tion, it is also a serious public health problem. 

Choanal atresia was definitely seen and de- 
scribed as early as 1830 by Otto’ as a cause of 
infant suffocation, and there can be no question 
that it is still an important factor. Several writers ° 
have reported during the last few years that a 
number of infants were saved from suffocation 
when this diagnosis was made and the condition 
immediately dealt with. Since such reports usually 
appear in a specialty journal, most physicians are 
not as familiar with this condition as they should 
be. The purpose of this paper is to stimulate a 
wider interest in the importance of choanal atresia 
in infant suffocation. 

McKibben * has described the history, inci- 
dence, embryologic development of the normal 
choana, theories of the causation of atresia, anat- 
omy, associated anomalies, symptoms, diagnosis, 
and treatment along with an extensive bibliography. 
Medical students should be taught about this 
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WAYS AND MEANS TO REDUCE INFANT MORTALITY 
DUE TO SUFFOCATION 


IMPORTANCE OF CHOANAL ATRESIA 


Henry H. Beinfield, M.D., Brooklyn, N. Y. 


Most newborn infants breathe through the 
nose and open the mouth only to cry or feed. 
The inhibition against mouth-breathing is 
sometimes so strong that obstructing the nose 
leads to suffocation. This is believed to ac- 
count for some asphyxial deaths in newborn 
infants, since bilateral choanal atresia may 
exist, Even unilateral choanal atresia can be 
fatal if the remaining normal passage is tem- 
porarily obstructed. The diagnosis is made by 
measuring the depth to which a metal probe 
can be passed into the nose. A depth of less 
than 32 mm. (1'/ in.) means atresia; a depth 
of more than 44 mm. (1% in.) means patency. 
Data on the causes of neonatal asphyxial 
death will not be reliable until pediatricians 
include the choanal patency test in their regu- 
lar procedure for the physical examination 
of infants, but it is believed that a perceptible 
reduction of the mortality from neonatal as- 
phyxia can be achieved by keeping in mind 
the possibility of choanal atresia. 


anomaly, but most courses in anatomy and pedi- 
atrics at present do not mention the existence of 
choanal atresia. 


Mechanics of Suffocation 


When both nostrils are completely obstructed 
because of bilateral atresia, the infant is unable to 
get any air into his lungs and dies of suffocation 
with, possibly, only a diagnosis of atelectasis being 
given. Clinically, this symptom complex, which is 
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responsible for suffocation at birth, can be proved 
by pinching both nostrils of the newborn infant 
and watching the reaction. Signs of impending 
asphyxia will develop if the infant does not_cry. 

Unilateral atresia, which may occur up to 5 
months of age, may be responsible when the infant 
is found dead in his crib or carriage. Although the 
contribution of this type of atresia to such deaths 
has not yet been substantiated by clinical study, I 
believe it is an important cause. The question is 
often asked, “Doesn't the infant open his mouth to 
get air to breathe, if he cannot breathe through his 
nose?” The answer is definitely “no.” Thomson and 
Negus,’ in 1937, stated that it is natural for an 
infant to breathe only through his nose. In other 
words, an infant will not normally open his mouth 
to breathe if he cannot breathe through his nose; as 
a matter of fact, he will close his mouth tighter in 
the effort of forced nasal breathing, cutting off the 
only other source of air, and will, therefore, suffo- 
cate. Thus, the normal and natural reflex, for adult 
or infant, is to breathe only through the nose, and 
mouth breathing is never normal at any age. Open- 
ing the mouth to breathe is purely a voluntary 
action, and infants up to 5 months of age do not 
usually have voluntary actions or movements. There 
are infants, however, who for some unknown reason 
breathe through the mouth at birth. Such an infant 
is an exception, however, and will not suffocate if 
he has bilateral choanal atresia. The anesthetist, 
pediatrician, and obstetrician as well as the general 
practitioner are, strangely enough, often unfamiliar 
with this reflex. 

The mechanics of suffocation in an infant up to 
5 months of age are as follows: First, an infant with 
bilateral complete nasal obstruction may suffocate 
at birth. Second, an infant with unilateral atresia 
or obstruction may suffocate at any time up to 5 
months of age if conversion to bilateral obstruction 
occurs: When the mother places the baby on his 
abdomen, usually after he has been fed, with the 
side of the head or face so resting on the pillow or 
mattress as to close the airway of the clear or open 
nostril, complete bilateral obstruction may occur 
and the infant may suffocate. 


Incidence 


Infant mortality due to suffocation could be 
reduced if physicians were more aware of the 
possibility of choanal atresia. This congenital anom- 
aly should be considered in all cases of asphyxia 
neonatorum; when it is recognized, proper meas- 
ures should be immediately instituted to correct it.** 
It is much more prevalent than one can imagine. 
The medical examiner and pathologist are fre- 
quently at a loss to explain the cause of death at 
autopsy in these cases because the nose is seldom 
examined or considered responsible for suffocation, 
with the result that the final report may state 
“cause unknown.” 
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No vital statistics agency in the United States 
lists atresia as a cause of death by suffocation. All 
such cases of suffocation are usually tabulated with 
atelectasis under the International List code num- 
ber 762. I am informed that, to supply statistics on 
atresia, the report should specifically state “atresia” 
as cause of the suffocation or atelectasis.° The 
diagnosis of atresia can then be listed separately 
under the International List code number 759— 
congenital malformations of respiratory system— 
where it belongs. Autopsy is not done in many in- 
fants who die of suffocation, and, for the sake of 
completing the death certificate, pneumonia is 
often given as a cause.’ This practice creates wrong 
statistics for pneumonia. Pathologists frequently 
report finding fulminating pneumonia as the only 
cause of death. In many cases, this could well be 
due to terminal changes and not to true pneumonia. 
Statistics furnished by the Health Department of 
the City of New York for 1951 showed that there 
were 162,755 live births, that 729 deaths were 
classified under International List code number 762 
—postnatal asphyxia and atelectasis—and that, of 
these deaths, 389 (53%) were of infants under one 
day of age. No one knows how many deaths might 
have been due to choanal atresia, because the pos- 
terior nares were not examined at autopsy. 


Anatomy, Diagnosis, and Treatment 


Atresia of the nares at the junction of the hard 
and soft palate completely obstructs the passage of 
air through the nose. It may occur on one or both 
sides. The obstruction is usually of a completely 
bony nature, although it may be partly bony or 
only membranous. In the completely bony obstruc- 
tion the nasal mucous membrane covers it in front 
and the pharyngeal mucous membrane covers it 
posteriorly. Embryologically, atresia is due to a fail- 
ure of the buccopharyngeal membrane to open. 
Stupka* describes many types of atresia of the 
posterior nares. Other facial anomalies may be 
associated with this condition.° 

Diagnosis.—In all cases of impending asphyxia, 
the anesthetist or the physician in charge of the 
newborn infant should immediately rule out bi- 
lateral choanal atresia. The difficulty in creating a 
clear airway may be found only in the nose. It is 
simple to make a diagnosis of choanal atresia. In 
the newborn infant, a metal probe should be passed 
into the nose until an obstruction is met. With the 
point on the probe carefully held where it meets 
the rim of the nostril, the probe is then removed. 
The distance is measured from the tip of the probe 
to the point held by the finger. If this distance 
measures 1% in. or less a diagnosis of choanal 
atresia can be made. If it measures 1% in., atresia 
is not present. If a no. 12 catheter cannot be passed 
into the pharynx, atresia can be suspected and 
confirmed by x-ray examination with the use of 
iodized oil (Lipiodol). 
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When unilateral atresia is suspected in infants 
up to 5 months of age, one may also try closing 
each nostril separately to determine which side of 
the nose is involved. If, after one nostril is closed, 
signs of suffocation appear, atresia of the opposite 
side of the nose should be suspected and checked. 
This test is of no value if the infant cries. When 
neither atelectasis nor other cause of death is ap- 
parent at autopsy, the pathologist or medical exam- 
iner should investigate the nose to determine if a 
congenital obstruction is present. 

The only sign of bilateral atresia of the posterior 
nares is impending suffocation immediately after 
birth. One should watch for certain symptoms that 
could indicate unilateral choanal atresia to prevent 
unexpected and sudden death in infants up to 5 
months of age. A thick, glairy mucus may be noted 
persistently discharging from one nostril, or the 
infant may have difficulty in breathing while nurs- 
ing. The posterior nares should be examined in all 
such cases. 

Treatment.—In a newborn infant with bilateral 
atresia in whom asphyxia is imminent, the mouth 
should be opened immediately and kept open with 
an anesthetist’s infant-size airway.** In this way 
the danger of anoxia can be overcome. The airway 
should be secured with adhesive tape strips placed 
across it and over the cheeks. This emergency pro- 
cedure will save the life of the infant, and a nasal 
airway can later be established surgically. It is 
recommended that a clear nasal airway be obtained 
surgically within 24 to 48 hours after birth.’ The 
airway in the mouth permits inhalation of enough 
air to barely sustain life; obviously, much more air 
is received through the nose when both nares are 
clear. Feeding is done by stomach tube or bottle. 
Sucking mucus out of the nose with a catheter or 
use of a resuscitator will not clear the nose if a 
complete obstruction is present. 

When unilateral atresia is recognized, the mother 
should be warned against placing the infant down 
so as to close off the clear side of the nose. Oper- 
ation for correction of unilateral atresia is not rec- 
ommended during infancy. It is best to wait until 
the child is about 12 years of age or older, when a 
more satisfactory surgical procedure can be per- 
formed.° 
Comment 


It has been definitely established that bilateral 
choanal atresia is one of the causes responsible for 
suffocation of the newborn infant. The anesthetist 
or physician who is in charge of the infant immedi- 
ately after delivery should first investigate the 
posterior nares in every case of impending asphyxia. 

It has not yet been determined whether unilateral 
atresia is present or responsible for the sudden 
deaths of infants, but, in my belief, this could be 
an important factor. If a bilateral obstruction will 
cause suffocation, a unilateral obstruction due to 
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atresia will produce the same result when, under 
favorable conditions, it is converted into a bilateral 
obstruction. This still remains a problem for further 
investigation and confirmation. 

Pathologists and medical examiners seldom ex- 
amine the nose for atresia in such cases to find the 
cause of death and often report “cause unknown.” 
They could be of great help here by simply investi- 
gating the nares with a metal probe or catheter as 
one of the procedures in the autopsy examination. 

I do not consider hydrocephalus, occasionally 
reported as a finding in these cases, as a congenital 
anomaly but rather as a complication, due to the 
spinal canal having been penetrated in the region 
between the atlas and the axis vertebrae as a 
result of improper surgery.'° 

A suggested plan to reduce infant mortality due 
to suffocation resulting from choanal atresia is as 
follows: 1. Federal, state, and local boards of 
health should inform every physician of the danger 
of choanal atresia. 2. Medical schools should teach 
the importance of this condition in courses on anat- 
omy and pediatrics. 3. Committees investigating the 
reduction of neonatal deaths should include choanal 
atresia in their studies. 4. In every case of asphyxia 
neonatorum a notation should be made on the 
infant’s chart that an examination for atresia of the 
posterior nares was made. 5. Every medical exam- 
iner and pathologist should examine the posterior 
nares in every newborn baby and infant up to 5 
months of age when atelectasis is present or no 
other cause of death can be found. 6. When the 
cause of death by suffocation has been proved to 
be choanal atresia, it should be reported as such so 
that a proper tabulation of its incidence, which 
does not exist at present, can be made. 

760 Eastern Parkway (13). 
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Additional information is needed concerning the 
duration of immunity from vaccination with killed 
virus poliomyelitis vaccine. Probably some years 
must elapse before a final answer can be obtained, 
but in the meantime it appears that studies of the 
persistence of poliomyelitis antibodies after primary 
immunization and booster inoculations may be an 
index of the durability of immunity. It is realized 
that possession of antibodies against poliomyelitis 
and real immunity against the paralytic disease may 
be two different phenomena, but it is generally as- 
sumed that the two are significantly correlated. 
There have been numerous studies on antibody 
response after vaccination, but only a few studies 
have been reported on the duration of seroimmunity 
after vaccination; among them are those by Salk,’ 
Armstrong and associates,’ and Brown and co-work- 
ers.” 

In previous reports,* our group showed that (a) 
a combination of ultraviolet irradiation and mild 
heat consistently inactivated all three types of polio- 
myelitis virus derived from monkey tissue culture 
and (b) the resultant poliomyelitis vaccine was 
safe and evoked significant antibody formation in 
children. These experimental vaccines were used to 
inoculate some 4,000 children in Morgan County, 
Ill., in an investigation made in cooperation with 
the Illinois Department of Public Health and the 
Morgan County Health Department. One of the 
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DURATION OF SEROIMMUNITY AFTER INJECTION WITH 
ULTRAVIOLET-IRRADIATED POLIOMYELITIS VACCINE 


ROLE OF BOOSTER INOCULATIONS 


Albert M. Wolf, M.D., Howard J. Shaughnessy, Ph.D., Martha Janota, M.S., James W. Chapman, M.D. 
Ruth E. Church, M.D. 


Mildred Moore, B.A., Chicago 


The degree and duration of immunity in- 
duced by injections of killed poliomyelitis 
vaccine were studied in 4,000 children. A 
smaller serologically negative group received 
special study. Antibody titers were measured 
before and after the primary immunization, 
before and after the first booster injection, 
and before and after the second booster in- 
jection. The average immune status was raised 
by the primary vaccination, but it declined 
during the ensuing year, was raised to a 
higher level by the first booster, declined less 
thereafter, and reached its highest level after 
the second booster. The response to type 2 
antigen was better than the responses to types 
1 and 3. There were indications that the com- 
mercial vaccine used in the later phases of the 
study was more potent than the experimental 
vaccine used in the beginning. The authors 
recommend that the primary series of three 
injections of ultraviolet-irradiated formalin- 
treated poliomyelitis vaccine be followed by 
at least one and possibly two booster injec- 
tions at yearly intervals. 


principal reasons for the selection of this area was 
the low incidence of poliomyelitis over a period of 
years previous to the study. These children have 
been observed for two to five years after immuni- 
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zation; none has developed poliomyelitis. The group 
is small, and there has been very little poliomyelitis 
in Morgan County or nearby during the period of 
observation; hence, no definite deductions can be 
made concerning clinical immunity. 

More definite deductions regarding duration of 
immunity may be based on serial studies of polio- 
myelitis antibodies in the serums of immunized 


TABLE 1.—Antibody Titers Against Poliomyelitis 


No. of Children 
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children. Our limited facilities precluded testing 
of all of the immunized children for antibody re- 
sponses. By preliminary screening we selected chil- 
dren who were largely lacking in antibodies and 
concentrated on this picked group for further study. 
It is possible that some of these children may have 
had antibodies not demonstrable at the time of 
inclusion in the study. Obviously, this reservation 
applies to all studies by all methods and perhaps 
explains the effectiveness on occasion of a single 
injection. There was a progressive decrease in 
the size of the study group over the period of the 
study, so that results were not always obtainable 
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on exactly the children from whom they were de- 
sired. These later groups were from the original 
intensive study group, and the only selection was 
based on the willingness of the parents to have 
blood samples taken and reinjection done. 


Methods 


All injections were with our experimental vaccine 
except as will be noted. Screen assays of antibodies 
were performed by the roller tube method through- 
out. It is recognized that this method gives titers 
less than those shown by metabolic inhibition, prob- 
ably in a ratio of approximately one to four.“ 
Sabin ° has indicated that antibodies demonstrated 
by the cytopathogenic test in roller tubes have high- 
er avidity than those demonstrated by metabolic in- 
hibition. He has also shown that antibodies of the 
high avidity type are developed as a result of nat- 
ural infection and are, therefore, presumably a good 
index of real immunity. 

Children in the group analyzed here were tested 
for antibodies (a) before primary immunization of 
three injections at 1-to-14-day intervals; (b) after 
primary immunization at 7 to 30 days after the 
third injection; (c) immediately before our first 
booster 12 to 36 months after primary injection; (d) 
about 7 to 21 days after first booster injection; (e) 
immediately before the second booster at 12 to 24 
months after the first booster; and (f) about 7 to 21 
days after the second booster. 


Results 


Specific titers are shown in table 1 and summar- 
ized in table 2. Certain findings are outstanding. 
The response to the type 2 component of the vac- 
cine is relatively greater than to the type 1 and type 
3 components. Of 83 children lacking antitype 2 


TABLE 2.—Antibodies Against Poliomyelitis 


Negative Against Type 

No. Mean Titer, 
of 1 2 3 Type 
dren No. % No. % No. 

Preprimary injections. 10 % 92 8 80 8&8 


Postprimary injections 105 12 12 0 0 18 


Prebooster 1 
(12-36 mo. later) 34 1 1 


Postbooster 1 1 0 0 


Prebooster 2 
(12-24 mo. later) .... 5 § 9 0 O 4 


Postbooster 2 0 0 0 1 7 487 


antibodies initially, all showed such antibodies after 
the primary injection and 82 showed such antibod- 
ies in all tests thereafter, while one produced anti- 
bodies after the primary injection but seemed to 
lack them before the first booster injection; this 
child responded well to the booster injection and 
showed antitype 2 antibodies in all subsequent tests. 
Thus, immunity generated by the type 2 component 
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of the experimental vaccines used may be consid- 
ered in excess of 98%. In contrast, the responses to 
the type 1 and type 3 components of the experi- 
mental vaccines were less but still quite good. The 
incidence of those lacking antitype 1 antibodies 
(negatives) was 92% preimmunization but fell to 
12% after the primary injection, had risen to 34% 
at the prebooster testing some 12 to 36 months later, 
dropped to 1% after the first booster injection, and 
had again risen but only to 9% at testing before the 
second booster injection 12 to 24 months later. All 
children tested after the second booster injection 
showed antitype 1 antibodies. Data for the type 3 
component are similar to those for type 1. Thus, 
with our experimental vaccines the immunity gen- 
erated against type 1 and type 3 poliomyelitis virus 
seemed to be weaker with lower titers and a tend- 
ency was seen for the antibody levels to fall below 
the threshold of our test method-and return to zero 
level. 

From general immunological considerations it 
seems likely that poliomyelitis antibodies once pro- 
duced are present for life, although, perhaps, at 
very low levels, and that the host will display a 
rapid anamnestic reaction to either booster injection 
or actual virus exposure. Thus, the host who has 
once shown antibodies is probably clinically im- 
mune. Nevertheless, a persistence of demonstrable 
antibodies like those demonstrated against type 2 is 
to be preferred. 

The value of a first booster injection is clear, and 
the immune status after the first booster is better 
than after the primary injection in the following 
comparisons: (a) the percentage of negative re- 
sponses is less; (b) the average titer is higher; and 
(c) the persistence of demonstrable antibodies is 
better. 

The improvement created by the first booster 
leaves a fairly satisfactory status of 86 to 100% sero- 
logic immunity; additional booster injections seem 
less important, although obviously they would tend 
to improve the average immune status. 

In the latter part of this study, as our own experi- 
mental vaccines ceased to be available, use was 
made of a commercial poliomyelitis vaccine pre- 
pared by a combination of ultraviolet irradiation 
and dilute formalin. The use of this vaccine for the 
first booster injection in 26 children among those 
tested after the first booster permits comparison 
with the remaining 54 who received booster injec- 
tions of our experimental material. The comparison 
is altogether favorable to the later-produced com- 
mercial product. All children receiving booster in- 
jections with this material showed demonstrable 
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antibodies against all three types when tested after 
the booster injection and the average titers were 
higher in a ratio of eight to one (type 1), two to 
one (type 2), and two to one (type 3). 


Comment 


The durability of seroimmunity to poliomyelitis 
after vaccination with ultraviolet-irradiated vaccines 
has been studied for two to five years during which 
time some children received one and others two 
postbooster inoculations. In most instances the chil- 
dren had received their three initial injections of 
vaccine so close together that it is probable that 
what we are calling the first postbooster dose might 
in other time schedules be called the final dose of 
the primary series. Seroimmunity followed exactly 
the pattern that might have been expected. There 
was a good response after the primary series which 
fell off somewhat during the next 12 to 36 months; 
after a first booster injection the antibody levels 
reached a higher level and fell less than after the 
primary immunization; after a second booster there 
was an even better response to even higher titers. 
As in previous studies by others and by ourselves, 
the responses to types 1 and 3 antigens were not as 
good as to type 2. Possibly the latter is a better 
antigen or the response to it is conditioned by prior 
experience to a greater extent than is true of the 
other two antigens. The evidence from this study 
suggests the desirability of at least one and possibly 
two booster injections at yearly intervals. 


530 E. 31st St. (16) (Dr. Wolf). 


This study was supported by a grant from the Glenview, 
Ill., Area United Fund, Inc. 


The commercial vaccine and other materials used on this 
study were supplied by Parke, Davis & Company, Detroit. 


References 


1. Salk, J. E.: Requirements for Persistent Immunity to 
Poliomyelitis, Am. J. M. Sc. 2323369-377 (Oct.) 1956; 
How Many Injections of Poliomyelitis Vaccine for Effective 
and Durable Immunity? J. A. M. A. 1671-7 (May 3) 1958. 

2. Armstrong, C. W. J.; Moss, G. W. O.; and Potter, F. C.: 
Antibody Response to Poliomyelitis Vaccine in School-Chil- 
dren at Time of Initial Vaccination and One Year Later, 
Canad. J. Pub. Health 48%:96-100 (March) 1957. 

3. Brown, G. C.; Smith, D, C.; Prothero, W. B.; and 
Rowe, R. E.: Duration of Seroimmunity After Poliomyelitis 
Vaccination, J. A. M. A. 16631960-1963 (April 19) 1958. 

4. (a) Wolf, A. M., and others: Immunogenicity, in Chil- 
dren, of Ultraviolet-Treated Poliomyelitis *, accine, J. A. M. A. 
161:775-781 (June 30) 1956. (b) Shaughnessy, H. J., and 
others: Immunogenicity of Poliomyelitis Vaccine Prepared 
with Ultraviolet Irradiation and Mild Heat, Proc. Soc. Exper. 
Biol. & Med. 9%3251-255 (June) 1957. 

5. Sabin, A. B.: Present Status of Attenuated Live-Virus 
Poliomyelitis Vaccine, J. A. M. A. 16231589-1596 (Dec. 
29) 1956. 


\ 
vie 
it tq 
t 
x 
\ 
eae 
= 


Vol. 170, No. 6 


109/653 


FAMILIAL PERIODIC DISEASE WITH RENAL DAMAGE 
Israel Alkalay, M.D., Maxim Shenfield, M.D. 


and 


Emmanuel Levy, M.D., Ph.D., Affula, Israel 


The disease described by Reimann‘ and termed 
by him “periodic disease” has been increasingly 
recognized and reported in Israel, although differ- 
ent names are sometimes applied. Heller and asso- 
ciates called it familial Mediterranean fever,’ and 
Rachmilewitz and associates termed it recurrent 
polyserositis.° These studies, along with those of 
Reimann * and Mamou,” may be regarded as having 
established the independent existence of this dis- 
ease beyond question. It is interesting that all the 
patients have their origin in Mediterranean coun- 
tries and the majority are Jews, Armenians, and 
Arabs, with a few patients among Turks and Ital- 
ians. A few reports have described patients in whom 
renal damage was present (Mamou and Cattan,”° 
Heller and co-workers,’ and Shapira *). Mamou and 
Cattan® in particular stressed the importance of 
renal involvement in periodic disease and described 
a family in which six members suffered from pe- 
riodic disease, three of whom died from uremia. 

The present communication concerns a Jewish 
family from Spanish Morocco, four members of 
which were known to suffer from periodic disease, 
and all of whom showed signs of renal damage, 
one having died in the terminal stages of renal 
failure; the postmortem findings of the latter are 
included in this report. The family in question 
consisted of a father and four sons, all except the 
youngest son having been admitted to hospital for 
the purpose of this study. 


Report of Cases 


Case 1.—In January, 1957, a 16-year-old boy from 
Spanish Morocco was admitted with a tentative 
diagnosis of acute glomerulonephritis. Two weeks 
prior to admission he had suffered from an attack 
of tonsillitis which had been followed a few days 
later by swelling of the ankles and eyelids. He gave 
a history of suffering since childhood from recur- 
ring irregular attacks of abdominal pain lasting one 
day, during which the abdomen became “as hard as 
a stone”; between attacks he felt well. At the age 
of 10 years appendectomy was performed, but the 
attacks continued as previously. Examination re- 
vealed edema of the eyelids and ankles. The blood 
pressure was 140-150/100 mm. Hg. A systolic mur- 
mur was heard over the apex. The spleen was pal- 
pable to 6 cm. below the costal margin. The liver 
was not palpable. The laboratory findings were as 
follows: hemoglobin level, 10 Gm. per 100 ml.; red 
blood cell count, 3,650,000 per cubic millimeter; 


From the Department of Internal Medicine and the Institute | of 
Pathology, Central Emek Hospital, Kupat Holim. 


A 16-year-old boy was hospitalized with 
symptoms and signs of acute glomerulone- 
phritis. He had suffered since childhood 
from recurring attacks of fever with abdomi- 
nal pain and rigidity. Treatment with various 
antibiotics was unavailing. Anemia increased 
and renal failure progressed until death, and 
autopsy disclosed an appendectomy scar, 
general amyloidosis of the secondary type, 
terminal pericarditis, and bronchopneumonia. 
The father and one brother of the patient 
had each undergone appendectomy for simi- 
lar recurrent episodes of abdominal pain, 
and another brother had a similar history 
but without appendectomy. A fourth brother 
was healthy, as was the mother. It is believed 
that the four cases described were instances 
of familial periodic disease or recurrent poly- 
serositis and that this possibility should be 
kept in mind in patients with symptoms of 
either nephritis or appendicitis. 


white blood cell count, 15,000 per cubic millimeter; 
total protein level, 4.5 Gm. per 100 ml.; albumin 
level, 1.7 Gm. per 100 ml.; globulin level, 2.8 Gm. 
per 100 ml.; blood cholesterol level, 230 mg. per 100 
ml.; urea level, 100 mg. per 100 ml. The Congo red 
test showed 33% retention in blood; blood sedi- 
mentation rate (Westergren method) was 140 mm. 
the first hour and 150 mm. the second hour; the re- 
sults of the blood potassium, sodium, chloride, car- 
bon dioxide-combining power, and uric acid tests 
were within normal limits. Examination of the urine 
showed albuminuria with moderate numbers of 
white blood cells, red blood cells, and casts. 
During the first few weeks of his stay in hospital, 
a low-grade pyrexia continued despite the admin- 
istration of various antibiotics. Blood culture and 
serologic reactions were negative. The antistrepto- 
lysin titer was 128 units. The temperature slowly 
returned to normal, there being attacks of fever and 
abdominal pain lasting for only one day on the 
64th, 72nd, and 81st days of hospitalization. Dias- 
tase and porphyrobilinogen were not found in the 
urine. The patient was admitted again in June, 
1957, when the main finding was more severe 
anemia (red blood cell count, 2,760,000 per cubic 
millimeter). At the last admission, January, 1958, 
there was increasing anemia and progressive renal 
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failure (blood urea level, 369 mg. per 100 ml. and 
uric acid level, 11.6 mg. per 100 ml.) until death. 

Postmortem Findings.—At autopsy well-marked 
emaciation and pallor were present. On the front of 
the trunk and extensor surfaces of the limbs a skin 
eruption was to be seen. There was an old opera- 
tion scar in the right iliac fossa. Both pleural cav- 
ities showed marked adhesions, particularly at the 
lung bases; there was no fluid. The larynx and 
trachea were normal. The bronchi contained frothy 
mucus. The lungs weighed 1,300 Gm. and showed 
generalized edema with bronchopneumonic changes 
in both bases, with some petechial hemorrhages 
on the outer surfaces. The pericardial sac contained 
an excess of straw-colored fluid. The outer surface 
of the heart showed fresh pericarditis. The heart 
weighed 300 Gm. and showed no other special 
features. The spleen weighed 340 Gm. and was en- 
larged and firm. Apart from a few petechial hemor- 
rhages in the mucosa of the stomach, no special 
features were noted in the gastrointestinal tract; 
the appendix was absent. The liver weighed 2,120 
Gm. and was enlarged and pale. 

The kidneys appeared small, the combined 
weight being 150 Gm. The capsules stripped fairly 
easily, with few adhesions. The cut surfaces showed 
marked pallor with some blurring of the cortico- 
medullary markings. The remainder of the genito- 
urinary system showed no special features. The 
brain weighed 1,480 Gm. and showed edema but 
no other special features mgcroscopically. The pit- 
uitary, thyroid, and sdeeea! glands appeared nor- 
mal. Marked diffuse amyloiglosis was found in the 
kidneys, spleen, and adrenal glands, but not in the 
liver; the amyloid material gave the typical staining 
reactions of so-called secondary amyloidosis. The 
skin showed the changes of nonspecific dermatitis. 
The remaining tissues and organs showed no special 
features. The findings were summarized as showing 
generalized amyloidosis of secondary type with 
terminal pericarditis and bronchopneumonia. 

Case 2.—The father, aged 47 years, also gave a 
history of attacks of severe abdominal pain from 
childhood, the pain lasting from 24 to 48 hours 
and accompanied by temperatures up to 101 F 
(38.3 C). Between attacks of pain he felt well and 
did hard physical work. At the age of 12 years ap- 
pendectomy was performed, with no influence on 
subsequent attacks. At the age of 20 years he suf- 
fered from gonorrhea, and at this time examination 
revealed albuminuria. He could remember only one 
year when he was completely free from pain. At the 
time of admission, the attacks of abdominal pain 
had been occurring every 13 to 20 days, accom- 
panied by pyrexia up to 102 F (39 C). The condi- 
tion of eight siblings was unknown; however, he 
stated that his father, who died at the age of 63 
years, also had suffered from attacks of abdominal 
pain every one or two weeks, the pain lasting one 
to two days. 
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Physical examination revealed no special findings. 
Examination of the urine showed specific gravity to 
be 1.008, 1 to 2 leukocytes and erythrocytes per 
high-power field, and occasional hyaline and granu- 
lar casts. Urea clearance was 66% of normal. Ex- 
amination of the fundus oculi was reported as fol- 
lows by Dr. Sachs: “Dark red macula around which 
are white areas of retinal ischemia due to obstruc- 
tion of the choroidal capillaries, and in addition 
marked Gun signs.” During his stay in hospital, 
one attack of abdominal pain was witnessed, ac- 
companied by pyrexia up to 102 F and leukocytosis 
(with an increase in leukocytes from 6,450 to 9,600 
per cubic millimeter). 

During the attack, examination of urine for por- 
phyrobilinogen was negative. All signs of the attack 
disappeared after 24 hours. X-rays of the chest, 
stomach, gallbladder, and urinary tract showed no 
abnormal findings. Blood chemical examinations 
were negative (levels of urea, uric acid, creatinin, 
cholesterol, and proteins were all within normal 
limits ). The findings were summarized as showing 
periodic disease with slight renal damage. 

Case 3.—The 12-year-old son, from the age of 9 
years, had suffered from attacks of severe abdom- 
inal pain every 8 to 20 days, accompanied some- 
times by pain in the extremities and with pyrexia 
up to 102 F. He was admitted to hospital in 
Morocco at the age of 9 years because of suspected 
nephritis. Appendectomy was performed at the age 
of 10 years, but the mother related that the surgeon 
had informed her that the appendix was not in- 
flamed. The attacks of pain reappeared six months 
after the operation and recurred to the time of ad- 
mission, each attack lasting up to 24 hours; between 
attacks he felt well. 

There were no abnormal findings on physical ex- 
amination. Blood pressure was 110/70 mm. Hg. 
During an attack the blood sedimentation rate 
(Westergren method) was 34 mm. the first hour 
and 75 mm. the second hour. The only abnormal 
findings were in the urine, examination of which 
showed a specific gravity of 1.016, traces of albumin, 
and occasional erythrocytes and leukocytes in each 
microscopic field. Liver function tests were normal. 
X-rays of the chest, gallbladder, and urinary tract 
were normal. Examination of the fundus oculi 
showed a normal appearance. A typical attack of 
abdominal pain was witnessed, accompanied by 
pyrexia up to 101 F and leukocytosis, with 16,000 
leukocytes per cubic millimeter. All the signs dis- 
appeared the next day. During the attack, exam- 
ination of the urine was negative for porphyrobilin- 
ogen. The findings were summarized as being those 
of periodic disease with slight albuminuria. 

Case 4.—Another son also suffered from the age 
of 5 years from attacks of abdominal pain every 8 
to 10 days, accompanied by pyrexia up to 102 F; 
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the attacks usually subsided in 6 to 12 hours with 
administration of analgesics. From the age of 9 
years the abdominal attacks ceased, but since then 
he has had attacks of pain in the chest, mainly on 
the right side. Six months before his admission he 
had an attack of angina followed two weeks later 
by edema of the eyelids and ankles. The results of 
urine examination are not available. Clinical exam- 
ination was normal. Blood pressure was 130/80 
mm. Hg. The urine showed traces of albumin, with 
leukocytes and occasional red blood cells in each 
microscopic field. Other laboratory findings were 
normal. X-rays of the chest, stomach, gallbladder, 
and urinary tract were normal. The fundi oculi 
were normal. The findings were summarized as 
showing periodic disease characterized by abdom- 
inal pain in early childhood which has been re- 
placed by stethalgia; slight urinary abnormalities 
were also present. 

The fourth son, 7 years of age, has been healthy 
apart from the usual childhood illnesses, and there 
is no present evidence of periodic disease. The 
mother of the family is healthy, and there is no 
blood relationship between her and her husband, 
the father of the family. 


Comment 


Four members of one family suffered from peri- 
odic disease and showed evidence of renal damage; 
one of these died in renal failure and postmortem 
examination revealed the presence of amyloidosis. 
In this patient there was an episode of acute glo- 
merulonephritis about a year before death. Al- 
though some authors describe the possibility of 
various forms of nephritis, including acute nephrit- 
is, occurring in periodic disease (Mamou’* and 
Benhamou and associates *), it is probable that in 
the patient described the attack of acute nephritis 
was superimposed on the basic condition. 
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The family history suggests the possibility of 
hereditary transmission as a dominant factor; this 
is in agreement with the view put forward by 
Heller and associates.”” 

It is considered that the renal damage is an im- 
portant and frequent sign of periodic disease, as 
stressed by Mamou and Cattan ° and confirmed by 
Heller and associates,”” and this complication affects 
the prognosis which was formerly considered to be 
benign. It is not clear whether the renal damage 
is an integral part of the disease or should be re- 
garded as a complication to which these patients 
are more prone. In any case it is important that the 
possibility of periodic disease should be considered 
in every case of obscure nephritis. 
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and signs due to the hypoventilation syndrome in the obese individual develop 


C mie HYPOVENTILATION IN THE OBESE PATIENT.—The symptoms 


insidiously, and frequently have been present for a long time without patient 


or relatives realizing their presence. The obese patient who is hypoventilating might 
therefore be likened to the myxoedematous individual. In both, the insidious nature 
of the development of the signs and symptoms and the resulting dulling of the 
sensorium, and possibly confusion, frequently delay the initial visit to the physician 
for medical attention. The insidiousness of this syndrome is pointed out by the fact 
that it was only in retrospect that the family volunteered a history of headache and 
progressive fatigue. 

Thus it can be seen that even in the absence of obvious clinical lung or heart 
disease, the obese individual may be suffering from deleterious effects on the respir- 
atory and haematological systems, which in turn may affect the sensorium and 
produce neurological signs. These far-reaching effects of obesity emphasize and 
underline the preventive and therapeutic implications of excessive weight, with or 
without pulmonary disease.—Reuben M. Cherniack, M.D., Respiratory Effects of 
Obesity, The Canadian Medical Association Journal, April 15, 1959. 
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The most common vascular disease that involves 
the extremities is arteriosclerosis obliterans. It oc- 
curs most frequently during the fourth, fifth, or 
sixth decade of life and may disable its victim at 
the peak of his career, thus making treatment a 
matter of utmost importance. 

Although angiography has been a well-estab- 
lished technical procedure for several years,’ its 
clinical application in diagnosis and prognosis has 
become important only fairly recently, concomitant 
with the development of successful techniques for 
arterial grafting. These two procedures, angio- 
graphy and arterial grafting, have altered the treat- 
ment of peripheral arterial disease to the extent 
that currently a decision must be made in each 
case as to whether or not the patient is a suitable 
candidate for arterial grafting. To assist the clini- 
cian in making this decision, knowledge of the 
natural course of the disease is most valuable. 

In this report we shall discuss the diagnosis and 
natural course of arteriosclerosis obliterans, outline 
the diagnostic criteria for selecting patients for 
angiography and for arterial grafting, and sum- 
marize our results of this type of surgical treatment 
for arteriosclerosis obliterans. 


Diagnosis of Arteriosclerosis Obliterans 


The diagnosis of arteriosclerosis obliterans can 
be readily established by evaluation of the history 
and physical findings on examination. As a rule, 
special studies such as temperature and oscillomet- 
ric recordings are not essential. The most common 
symptom is intermittent claudication, usually de- 
scribed as a cramp-like pain related to walking or 
to exercise (fig. 1). Claudication may occur at any 
level in the lower extremities, depending on the site 
of the arterial obstruction (fig. 2). Arteriosclerosis 
obliterans is a common though frequently over- 
looked cause of low back pain related to obstruc- 
tion of the abdominal aorta or of the common iliac 
arteries. If claudication is present the chief physical 
finding will be reduced or absent peripheral pulsa- 
tions. Pulse changes can’ be readily detected by 
palpation at the usual levels and are related to the 
level and extent of obstruction. In addition, pa- 
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A follow-up study of 500 patients with 
arteriosclerosis obliterans indicates that ap- 
proximately 75%, show little progression of 
the disease over a five-year period. Angi- 
ography is the only method that demonstrates 
the segmental type of occlusion. All patients 
with severe ischemia, with or without gan- 
grene, should have the benefit of angio- 
graphic study to determine the feasibility of 
arterial grafting, which may be the preferred 
treatment. Morbidity in patients undergoing 
arteriography has been 0.1%, with no 
deaths. The effect of sympathectomy on the 
progress of arteriosclerosis obliterans is dif- 
ficult to determine. 


extremities and show evidence of trophic changes. 
These features are related to the rate of progress 
of the disease and to the extent of development of 
collateral circulation. 

A positive diagnosis of arteriosclerosis obliterans, 
therefore, can be made in most cases from a typical 
history of intermittent claudication along with the 
clinical finding of abnormally low or absent pe- 
ripheral pulses. 

Although thromboangiitis obliterans and prob- 
lems of acute arterial occlusion resulting from 
embolism may give rise to similar findings, they are 
seen infrequently, and the features of differential 
diagnosis have been well documented.’ 


Natural History and Progression of 
Arteriosclerosis Obliterans 


The evaluation of any medical problem is aided 
considerably by an understanding of the prognosis 
or possible progression of the disease. This is 
especially true of arteriosclerosis obliterans. 

In 1940 Hines and Barker * reported a study of 
280 cases of arteriosclerosis obliterans. Of 116 
patients adequately followed up 54.6% died within 
the first three years. Of the 280 patients 70 under- 
went amputation. Massarelli and Estes,* in an 
eight-year follow-up study of patients who had 
arteriosclerosis of the abdominal aorta and the iliac 
arteries, disclosed survival rates of 47% at the end 
of the fifth year and 18% at the end of the eighth 
year. They also reported that of the 57 patients 
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followed up for two years 79% had no progression 
of the disease. Silbert and Zazeela* observed the 
course in 1,198 patients with arteriosclerosis ob- 
literans and reported in detail the prognosis in 
those patients. Beckwith and co-workers ° made a 
six-year follow-up study of 65 patients with 
aortoiliac thrombosis, 22 of whom died while 
under observation; death usually was related to 
disease of the renal, coronary, or cerebral arteries. 
Our study is based on the records of 500 con- 
secutive patients with arteriosclerosis obliterans 
seen at the Cleveland Clinic from 1950 through 
1952, providing a minimal follow-up evaluation 
period of five years. The average age of the pa- 
tients when first examined was 60 years; 20.2% 
were women and 79.8% were men. All of the cases 
satisfied the clinical criteria for diagnosis as out- 
lined above. The sites of the disease were the 
abdominal aorta and the peripheral arteries of the 
lower extremities. Patients with aneurysm were not 
included in this series. The period in which these 
patients were seen predated the advent of arterial 
grafting at the Cleveland Clinic; 86 of the patients 
underwent sympathectomy. All of the patients were 
instructed in the general care of the limbs and were 
advised to refrain from the use of tobacco. Dia- 
betic patients were given special instructions. 
The five-year survival rate after the time of diag- 
nosis is graphed in figure 3. As might be expected, 
the survival rate of the nondiabetic group (59.0%) 
is slightly higher than that of the diabetic group 
(52.7%), with the five-year survival rate of the total 
group being 57.3%. However, the presence of dia- 


Fig. 1.—Intermittent claudication at calf level because of 
occlusion of superficial femoral artery (right). 


betes appeared to be of less importance in relation 
to five-year survival than the presence of arterio- 
sclerosis involving other systems, chiefly cerebral 
and cardiac. This correlation is shown in figure 4. 
There was survival of 65.6% of patients who had no 
clinical evidence of arteriosclerosis elsewhere and 
48.0% of patients who had evidence of arterioscle- 
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rosis elsewhere. The incidence of diabetes was 
essentially the same in these two groups. Of the 
total of 500 patients 212 (42.4%) had cardiac or 
cerebral involvement. Of these 67 were diabetic, or 
47.5% of 141 diabetic patients in the series, and 145 
were nondiabetic, 40.3% of 359 nondiabetic pa- 
tients. 


Aorta or 
common 
iliec 
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Branches 
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Fig. 2.—Relation of level of arterial obstruction to site 
of claudication. 


In our total series, adequate follow-up by clinical 
evaluation was obtained in 185 cases. The degree 
of progress was determined and classified as shown 
in table 1. 

The effect of sympathectomy on the progress of 
the disease and its relation to the incidence of 
amputation is difficult to determine. This is in part 
due to the fact that patients undergoing sympa- 
thectomies were in general the critically ill patients 
with advanced disease. In our series of 185 patients 
37 (20%) underwent sympathectomy, of whom 12 
(32.4%) improved, 10 (27.1%) remained the same, 
and 15 (40.5%) continued to become worse. The 
relationship of sympathectomy to diabetes is shown 
in table 2. Although there were fewer diabetic than 
nondiabetic patients in this series 60% of the dia- 
betic patients became worse after sympathectomy, 
as compared to 33.3% of the nondiabetic patients. 
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The incidence of amputation in the total series 
of 185 patients was 11.9% (20.7% of the diabetic 
and 8.3% of the nondiabetic patients). Plasma cho- 
lesterol determinations were made for 130 patients. 
The average value was 236 mg. per 100 ml., the 
range being from 113 to 580 mg. per 100 ml. There 


TasLe 1.—Five-Year Follow-up Study of 185 Patients 
with Arteriosclerosis Obliterans 


Total Nondiabetie Diabetic 
Patients Patients Patients 

Condition No. % No. % No. % 
48 25.9 40 30.3 & 
Unchanged ...:sscsesesese 90 48.6 62 47.0 28 53 
47 25.4 30 22.7 17 32 


100.0 182 1000 58 100 


appeared to be no correlation between the plasma 
cholesterol level and the degree or progress of the 
disease. 

Selection of Patients for Angiography 


From the above analysis of the natural progres- 
sion of arteriosclerosis obliterans it is clear that 
75% of the patients studied either remained the 
same or improved during a five-year period. This 
would indicate that in about one patient in four 
the disease progresses to the extent that measures 
other than conservative ones are required in order 
to prevent or retard the necessity for amputation. 
If, in this group, the presence of segmental arterio- 
sclerosis obliterans can be determined, it may be 
possible to reestablish circulation by arterial graft- 
ing. The following three groupings were used to 
select patients for angiography, the only means by 
which the presence of a segmental occlusion can 
be determined. 


PER CENT Total group of patients 
with obliterone 


om Nondiabetic grove 
“8 Dicbetic group 
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Fig. 3.—Five-year survival rate of 500 patients with 
arteriosclerosis obliterans, with comparison of diabetic and 
nondiabetic groups. 


Group 1.—Patients Without Progressive Intermit- 
tent Claudication but Who Consider Themselves 
Disabled._From time to time we see relatively 
young patients who have claudication after walk- 
ing for one or two blocks. Even though the disease 
has been symptomatically stationary, they are un- 
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able to carry on their business duties and social 
activities because of their limitations in walking. 
Patients in this category may well deserve further 
investigation by angiography. 

Group 2.—Patients With Progressive Intermittent 
Claudication With or Without Good Nutrition of 


PER CENT 
Potients with no 

evidence of arterioscierosis 
elsewhere 


100 


Patients with evidence of 
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Fig. 4.—Five-year survival rate with comparison of patients 
having no evidence of arteriosclerosis elsewhere and those 
having evidence of other arteriosclerosis, chiefly cerebral or 
cardiac. 


the Limbs.—Regardless of the nutrition of the 
affected extremity progressive claudication indi- 
cates advancing disease. The necessity for angiog- 
raphy depends on the speed of the progression, and 
each case must be assessed individually. Some pa- 
tients show rapid progression during the first few 
months after the onset of symptoms. They may then 
show no progression, however, because of forma- 
tion of collateral circulation. In the patient with 
slow advancement it may be good judgment for 
the physician to observe the patient at monthly 
intervals, with the understanding that he must see 
the patient at once if there is a more rapid or radi- 
cal change. In patients who have continued rapidly 
advancing disease, however, acute thrombotic oc- 
clusion may develop, and these patients should be 
considered candidates for early angiography. In 
such cases, if the occlusion is caused by segmental 
disease, acute ischemia of the limb may be pre- 
vented by early arterial grafting. 


TABLE 2.—Status of 37 of 185 Patients After Sympathectomy 
for Arteriosclerosis Obliterans 


Nondiabetie Patients Diabetic Patients 
(27 of 132) (10 of 53) 


Status After r ~- 
Sympathectomy No. % No. % 
11 40.7 1 10 
7 26.0 3 30 
9 33.3 6 60 


Group 3.—Patients With Rest Pain With or With- 
out Gangrene.—The presence of rest pain indicates 
a severely ischemic limb and may be the fore- 
runner of gangrene. Rest pain demands emergency 
treatment, and patients in this group should be 
hospitalized for angiographic studies in addition to 
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general vascular care. Even in the presence of gan- 
grene angiograms must be made, as the limbs 
sometimes can be saved if arterial grafting is 
possible. 

During the four-year period 1954-1957 more 
than 1,000 angiograms were made at the Cleveland 
Clinic, over half of which disclosed evidence of 
segmental arteriosclerosis obliterans (fig. 5). The 
morbidity in our patients undergoing angiography 
has been 0.1%, with no deaths. 


Selection of Patients for Arterial Grafting 


By adhering to the above criteria for the selec- 
tion of patients for angiographic study we can 
determine the candidates for arterial grafting— 
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For arterial grafting, as for all surgical pro- 
cedures, it is not possible to outline rigid criteria as 
a strict guide for distinguishing operable from in- 
operable conditions. Each patient must be consid- 
ered individually, but the grouping as outlined has 
proved helpful as a general guide in the selection 
of patients. Although angiograms are the best guide 
to the feasibility of surgery, we have encountered 
a few cases in which the angiograms indicated 
borderline operability, yet grafting was technically 
infeasible. We also have seen several cases in which 
the reverse was true: the angiograms indicated 
inoperability, yet grafting was possible. The above 
criteria for selection of cases for grafting do not 
apply to patients with aneurysm. 


Fig. 5.—A, aortogram, showing segmental occlusion of left external iliac artery. B, femoral angiogram, showing 


segmental occlusion of superficial femoral artery. 


provided a proper segmental type of occlusion is 
demonstrated. In patients in group | arterial graft- 
ing should be elective. The actual importance of 
the disability should be clearly determined, and in 
cases of this type the physician must advise the 
patient to the best of his judgment about the 
chance for recovery and improvement. In patients 
in group 2, especially if claudication is rapidly ad- 
vancing, arterial grafting should be recommended. 
All patients in group 3 should undergo grafting, 
provided the angiograms indicate thgt it is tech- 
nically possible. In all three groups ‘the patient's 
general state of health must be considered before 
surgery is recommended. In patients in group 3, 
however, grafting may be considered an emergency 
procedure even in the poor-risk candidate. 


Results of Arterial Grafting.—From 1954 through 
1957 arterial grafting was performed in 348 pa- 
tients for arteriosclerosis obliterans and in 86 pa- 
tients for other diseases. Homografts were used in 
all of the patients. The mean age of the patients 
at the time of grafting was 51 years; the sex ratio 
was eight men to one woman. Table 3 summarizes 
the operative data. 

For this discussion the follow-up results include 
only the cases of arteriosclerosis obliterans. The 
maximum follow-up time was four and one-half 
years and the minimum, six months. All of the 
patients were examined at regular intervals, and a 
detailed follow-up record was established for each 
patient. 
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Of the 348 patients who came to operation 40 
had such extensive disease that it was not techni- 
cally feasible to establish an open graft, but graft 
procedures were performed in the other 308 pa- 
tients. Angiograms of most of the 40 patients with 


Tasie 3.—Summary of Arterial Grafts Performed from 
1954 Through 1957 


Disease Site of Operation Patients, No. 
Arteriosclerosis 

obliterans of extremity...Aortoiliae artery ........... 166 
Femoropopliteal artery .... 173 
Carotid 1 

ANCUTYBM Abdominal aorta ........... 8&5 
Carotid body tumor ........ Carotid artery ...........++. 1 

434 


inoperable disease indicated extensiveness of the 
lesions, but it was believed in each case that graft- 
ing might be successful and certainly would be 
worth trying because of the critical condition of the 
limb. 

Of the 308 patients 22 died in the immediate 
postoperative period, 9 because of technical fail- 
ures and 13 from other causes. Thus, 286 patients 
survived and were available for follow-up study. 
Results were considered successful in 230 patients 
who were free of symptoms and had palpable 
pulses. In the other 56 patients a late shutdown 
occurred; however, 35 of these patients underwent 
regrafting and 31 have had a successful result. Of 
the patients who had regrafting there was evidence 
of progressive disease distal to the primary graft 
in 31; this extension of arteriosclerosis was the 
cause for failure. In the remaining four the cause 
of late shutdown was in the graft itself. Including 
the 31 patients with successful regrafts, a total of 
261 patients showed satisfactory results. Of the 


82% 


ULCER GANG RENE acute TOTAL 
OL LUSH 


Fig. 6.—Summary of results in patients with severe 
ischemia undergoing arterial grafting. 


remaining 21 patients 16 were asymptomatic 
without palpable pulses and 5 were found to have 
symptoms but refused surgery. 

In the above series of arterial grafts we included 
the cases of patients with severe ischemia of the 
limb. Many of these cases were related to a sudden 
arterial thrombosis that is secondary to arterioscle- 
rosis obliterans, and others are related to rapid 
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progression of the disease without actual throm- 
bosis in situ but with poor collateral circulation. 
These patients may have had ulceration or gan- 
grene. Prior to the advent of arterial grafting— 
regardless of therapy—amputation was inevitable 
in many cases. Inasmuch as these cases represent 
a different situation, and are more critical than 
those in which there is simple intermittent claudi- 
cation, we have summarized our results separately. 
Figure 6 summarizes the results in patients with 
severe ischemia undergoing arterial graft. A total 
of 71 patients were operated on and 47 had com- 
pleté relief of symptoms. 

In contrast, figure 7 summarizes the results in a 
similar group of patients who underwent sympa- 
thectomy. In this series 66 patients were operated 
on and 3 had complete relief of symptoms, com- 
plete relief being defined as the disappearance of 
rest pain, and healing of the ulcerative or gangre- 
nous areas. As mentioned previously, we believe 
that when a patient has evidence of severe ischemia 
an angiographic study should be made as soon as 
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Fig. 7.—Summary of results in patients with severe 
ischemia undergoing sympathectomy. 


possible, and if this study indicates that arterial 
grafting is feasible it should be the preferred 
procedure. 

Comment 


During the past few years much has been 
learned about the nature and progression of arterio- 
sclerosis obliterans. Until recent years this disease 
was considered a relentlessly progressive one, 
whether slow or rapid, and the available medical 
means of therapy were considered to have little or 
no effect on the disease. Studies now indicate that 
this concept is not correct and that approximately 
75% of patients with arteriosclerosis obliterans 
show little progression of the disease over a five- 
year period. Thus it would seem that any evalua- 
tion of medical therapy is handicapped by the fact 
that some patients improve spontaneously and 
others remain in statu quo. We believe, however, 
that it is most essential to diagnose these cases 
early and to advise the patients of the necessity of 
strict adherence to good hygiene of the feet, protec- 
tion from trauma, avoidance of extremes of tem- 
perature, and non-use of tobacco. 
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For patients in whom there are signs of progres- 
sion or definite ischemia as described above, we 
believe that angiography provides a most desirable 
method of study. Angiographic study has demon- 
strated the presence of segmental arteriosclerosis, 
which may be considered a relatively new concept, 
inasmuch as patients with evidence of vascular 
disease were thought to have involvement of a 
diffuse type. We believe that arterial grafting is 
indicated, if it is technically feasible as demon- 
strated by angiography, in patients of the groups 
described above. Up to the present time, the ques- 
tion of the best material to use in arterial grafting 
has not been settled, but much work is being 
carried on in the field of arterial prosthetics, and 
the future will undoubtedly see improved material 
become available. We have continued to use homo- 
graft material, because it is both available and, in 
our experience, satisfactory, but we could qualify 
this statement. 

Improvement in. techniques continues. It will be 
noted that in our series there were nine deaths due 
to technical failure. Seven of those occurred during 
the first two years and two occurred during the last 
two years. We believe that the reduction in deaths 
and failures during the past two years has been 
entirely related to improvement in techniques as a 
result of wider experience in the field. We have 
also noted that when a failure does occur it is 
usually during the first postoperative year. If a 
graft remains patent beyond this time there appears 
to be little chance of its failing, at least in the 
follow-up time of 48 months in our series. Of our 
late shutdown failures 35 were in patients who had 
regrafts and 31 showed evidence of progression of 
the disease beyond the site of the graft as the 
cause of the late shutdown. As a general rule, this 
type of situation occurred in the young patients 
rather than the older ones. In nonocclusive disease, 
i.e., aneurysm, there have been no shutdowns. 
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In a follow-up study of patients after operation, 
13 late deaths were recorded. Of these, only seven 
were due to cardiovascular complications. 


Summary 


A five-year follow-up study of 500 patients with 
arteriosclerosis obliterans indicates that the disease 
may progress and cause disability in one of four 
patients. Angiography is the only method that 
demonstrates the presence of the segmental type 
of arteriosclerosis obliterans, and all patients with 
severe ischemia, with or without gangrene, should 
have the benefit of angiographic study in order to 
determine the feasibility of arterial grafting. In 
selected cases arterial grafting may be the pre- 


ferred treatment. 
Addendum 


Since this paper was presented we have used 
more than 100 dacron prostheses, in addition to 
homografts, with comparable early results. 


2020 E. 93rd St. (6) (Dr. LeFevre). 
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ing rapidly in recent years and, according to Carithers, there are probably 


D: BITES.—The pet animal population in the United States has been increas- 


about 25,000,000 dogs and 35,000,000 cats in this country. The pleasures of 


owning pets, particularly dogs, far outweigh the dangers resulting from bites and 
diseases that animals may cause and the nuisance that they may be in a community. 
Perhaps these joys and pleasures traditionally cause Americans to resist regulation 
and licensing of dogs. Accompanying the pleasures which animal pets provide are 
also the problems of animal bites, rabies, and other diseases transmissible from 
animal to man... . 

It has been estimated that approximately 600,000 persons are bitten by dogs each 
year in the United States; 5 to 10% of the victims have to take antirabies vaccine 
and about $5,000,000 is spent annually for medical care and public health 
activity... . 

Perhaps of greater concern than the cost of dog bite treatment, cosmetic problems 
due to facial wounds, and the immeasurable loss in wages due to injuries, is the 
mental anguish that parents suffer when their child is bitten by a dog. This emo- 
tional strain is intensified if the dog should happen to be a stray animal in an area 
where rabies is endemic. The uncertainty of rabies can be a terrifying experience.— 
Duane Brobst, D.V.M., M.P.H., Henry M. Parrish, M.D., M.P.H., and Frank B. 
Clack, V.M.D., M.P.H., The Animal Bite Problem, Veterinary Medicine, May, 1959. 
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The phenothiazine derivatives have been of great 
use in the therapy of mental illness. Any therapeutic 
agent has potentially toxic properties and the 
phenothiazines have proved no exception in this 
regard. The most common toxic manifestations of 
these drugs, such as drowsiness, emotional dis- 
turbances, nasal congestion, Parkinsonism, and 
dermatitis, have not been considered dangerous as 
far as the life of the patient is concerned. Jaundice, 
during phenothiazine therapy, while of lower inci- 
dence, is usually self-limited, but permanent liver 
damage may occur if the drug is continued. 

Least common of all reactions, but unquestion- 
ably the most serious, is agranulocytosis. This com- 
munication deals particularly with the clinical 
peculiarities of agranulocytosis induced by the 
phenothiazines and with measures concerned with 
its possible prevention. Unfortunately, at present 
there is no reliable laboratory test by which one 
can accurately predict whether agranulocytosis will 
follow the use of a drug in a certain individual. 
Since we do not know the mechanisms which are 
responsible for agranulocytosis, we have no choice 
but to establish safeguards on a clinical and, at 
times, strictly empirical basis. 

Agranulocytosis will develop in only a small per- 
centage of persons taking a drug. With certain 
drugs, such as amidopyrine, this hematological 
reaction has been attributed to immunological hy- 
persensitivity.' In other instances, drug reactions 
seem to occur because of a possible genetically 
constituted or acquired abnormality in chemical or 
enzymatic factors within the blood cells, as yet 
unknown. This group of blood reactions, peculiar 
only to a few individuals, is described by the 
rather indefinite term “toxic,” but may be somewhat 
analogous to the hemolytic reaction attributed to 
primaquine.* Thus, with the thioureas and the 
sulfonamides, agranulocytosis would not develop 
before two to eight weeks after the drug was 
started. In many cases it was of gradual onset and 
occurred only after large doses of the drug were 
given which coincided with a possible concentration 
of the toxic drug in the bone marrow. Frequently, 
the symptoms of infection did not occur unless the 
leukopenic reaction had gone unnoticed while the 
drug continued to be given. What is known of 
the clinical picture of agranulocytosis induced by 
the thioureas and the sulfonamides seems appli- 
cable to the phenothiazines. 


From the Blood R h Laboratory, Department of Internal Medi- 


cine, Marquette University School of Medicine and Milwaukee County 
General Hospital, Milwaukee. 


HEMATOLOGICAL SAFEGUARDS DURING TREATMENT WITH THE 
PHENOTHIAZINE DERIVATIVES 


Anthony V. Pisciotta, M.D., Wauwatosa, Wis. 
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Agranulocytosis followed the administra- 
tion of chlorpromazine in 18 patients under- 
going therapy for mental illness. The total 
cumulative dose that induced this reaction 
ranged from 2 to 112 Gm., with an average 
of 20 Gm. The time required for leukopenia 
to develop ranged from 10 to 400 days, 
but in most cases it was recognized after 20 
to 45 days of therapy. It was found in high- 
est incidence in women and only in Cau- 
casian patients. During prolonged periods of 
treatment with this drug it was impossible to 
predict when a sudden drop in the leukocyte 
count would occur. When phenothiazine 
derivatives are used in treating chronic 
mental illnesses, it is considered essential 
that weekly leukocyte counts be made, es- 
pecially between the 2nd and 10th week 
of treatment; that monthly counts be made 
thereafter as long as the patient continues 
to receive the drug; and that observers be 
instructed to report promptly all instances of 
sore throat, stomatitis, fever, malaise, chills, 
or other evidences of infection. 


Clinical and hematological study of 18 patients 
with agranulocytosis induced by chlorpromazine 
and those reported by others has disclosed a num- 
ber of peculiarities which may provide clues rela- 
tive to the nature of the reaction and its possible 
prevention. These were described in detail in an- 
other communication.* These experiences have not 
been sufficiently extensive to withstand critical 
analysis, but some limited generalizations may be 
made at this time. It has been found that 
agranulocytosis is of greatest incidence in Cauca- 
sian women and to the present writing is not known 
to occur in Negroes, except for an occasional in- 
stance of moderate leukopenia in Negroes on 
therapy with huge doses of chlorpromazine. With 
few exceptions, it has occurred almost exclusively 
in mentally ill patients despite the widespread 
general use of the drug in clinical practice. The 
most likely reason for this is that the mentally ill 
are more likely to receive larger doses of the drug 
over a long period of time. There is a remote possi- 
bility, however, of a chemical or enzymatic ab- 
normality peculiar to mental illness, which might 
result in an increased susceptibility to agranulocy- 


‘ 
one 
A 
Z 
Sin? 
ay 


Vol. 170, No. 6 


tosis. In susceptible individuals, the clinical oc- 
currence of agranulocytosis induced by phenothia- 
zines appears to depend on dose of drug and length 
of time it is administered. In our series, agranulocy- 
tosis occurred after a total cumulative dose of 
2 to 112 Gm. of chlorpromazine, with an average 
of 20 Gm. The time required for leukopenia to 
develop was 10 to 400 days after phenothiazine 
therapy had been started, but most cases occurred 
after about 20 to 45 days of therapy. The pattern 
of development of agranulocytosis has been studied 
in susceptible patients during sustained treatment 
with a high dose of the drug. During the period of 
incubation, the leukocyte count may show no 
change, but in some individuals there is a tendency 
to a gradual diminution in the number of white 
blood cells. When agranulocytosis occurs, there is 
a sudden drop in leukocytes, which reach their 
lowest point in two to five days. At this time, the 
bone marrow shows a highly selective aplasia of all 
granulocyte precursors. At the beginning of agranu- 
locytosis, no symptoms and no infection may be 
present so that routine blood cell counts are neces- 
sary for the early diagnosis of this hematological 
reaction. If treatment with phenothiazine is con- 
tinued, infection will almost certainly develop, 
manifested by fever, pharyngitis, proctitis, and 
septicemia. If the drug is withdrawn, recovery 
usually occurs within 5 to 10 days, provided the 
patient does not die from infection. 

The effects of readministration of the drug were 
reported by Yules and Baker * and by me and my 
associates.” One woman, given chlorpromazine in 
lower dosage, showed no subsequent hematological 
reactions, even after a year of follow-up examina- 
tions. Another woman, who had agranulocytosis in- 
duced by chlorpromazine (Thorazine), developed 
agranulocytosis a year later after a month of treat- 
ment with promazine (Sparine), and, one year after 
this episode of agranulocytosis, developed it again 
one month after continuous administration of pro- 
chlorperazine (Compazine). 


Protective Measures 


The following clinical observations form the basis 
for the protective measures during therapy with 
phenothiazine derivatives which are presently em- 
ployed at the Milwaukee County Hospital for 
Mental Diseases. It is understood that some of these 
recommendations are subject to change, pending 
additional experience with this type of blood reac- 
tion during therapy with phenothiazines. 

As with any drugs with potential side-effects, it 
is recommended that administration of the pheno- 
thiazine derivatives, especially in high dosage, 
sustained over a period of several weeks, be carried 
out only if the clinical indications are sufficiently 
clear-cut to warrant the risk entailed. When used, 
the smallest amount to give the desired clinical 
effect should be given. 
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Because the onset of agranulocytosis is generally 
later than 10 or 20 days after beginning of treat- 
ment, rigorous hematological controls may not be 
necessary during short-term (i. e., less than two 
weeks ) administration of small amounts (less than 
75 mg. daily) of chlorpromazine. Even at that, it 
would be desirable to get a leukocyte count at the 
beginning and at the end of short-term therapy. On 
the other hand, the prolonged or permanent ad- 
ministration of the drug requires that weekly 
leukocyte counts be made, especially between the 
2nd and 10th week of treatment. Thereafter, a 
monthly leukocyte count should be made as long 
as the patient continues to receive the drug. Even 
then, this is not regarded as entirely safe, as a 
sudden drop in the leukocyte count may occur at 
any time. 

Great reliance should be placed on clinical ob- 
servation of the patient during time of treatment 
with phenothiazine by nurses, attendants, and physi- 
cians acquainted with the clinical manifestations 
of agranulocytosis. Observers should be instructed 
to report promptly all instances of sore throat, 
stomatitis, fever, malaise, chills, or other evidences 
of infection. 

If the leukocytes show a gradual drop, the stained 
smear should be studied when leukopenia occurs. 
In agranulocytosis, one expects to see an absolute 
fall in the number of neutrophilic stab forms or 
segmented cells and a predominance of mature 
lymphocytes. The drug should be withdrawn if the 
total leukocyte count falls under about 3,500 per 
cubic millimeter or if the total number of neutro- 
philic granulocytes represents less than 30% of the 
differential count. A leukocyte count between 3,500 
and 4,000 per cubic millimeter and granulocytes 
between 30 and 50% require daily observation 
while the drug is being continued. A sudden drop 
in leukocyte count from a normal to leukopenic 
levels (less than 3,000 per cubic millimeter) with- 
in one week necessitates that the drug be with- 
drawn immediately and the patient isolated and 
placed on protective therapy with antibiotics. It 
would be useful to examine the bone marrow in 
case of doubt or at the height of agranulocytosis, 
as granulocytic aplasia or hypoplasia is a char- 
acteristic finding. 

The fact that agranulocytosis occurs in men, 
despite its lower incidence, makes it necessary to 
apply these precautionary rules during the time 
men are treated with the phenothiazine derivatives. 
We may consider that while Negroes show a_ di- 
minished susceptibility to this drug, the possibility 
of agranulocytosis demands that patients of this 
racial group have periodic leukocyte counts if they 
are receiving daily doses of phenothiazine which 
exceed 100 mg. for a period greater than two weeks. 

Despite the observations that chlorpromazine 
may be readministered to a susceptible patient 
without the immediate recurrence of the disease, 
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it is unwise to treat any person recovered from 
phenothiazine-induced agranulocytosis with the 
same or related drug. 


8700 W. Wisconsin Ave. (13). 
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The presence of a new growth anywhere in the 
body calls for an estimate of risk. One must bal- 
ance the potential threat of the lesion itself with 
the risk of treatment. The tumor hazard to the host 
depends on two factors: the location of the lesion 
in relation to vital structures and the cancer poten- 
tial. The risk of excising the tumor is determined, 
to a considerable extent, by these same factors plus 
the experience of the surgical team. 

During the past three decades, exploration of 
the thoracic cavity has become a common event in 
many hospitals. Correlation of clinical data (history, 
physical findings, roentgenograms, endoscopy, cy- 
tology, function tests, and living surgical pathology) 
now permits a more accurate appraisal of these two 
risks—that imposed by the tumor and that of treat- 
ment. 

Most mediastinal tumors are benign; most intra- 
pulmonary tumors are malignant. (Tumors of lym- 
phatic origin are excluded, since they must all be 
considered as malignant.) Regardless of histological 
classification, either type may be lethal. Death is 
usually not produced because of the implication of 
the lung, per se. One lung may be totally destroyed 
or compressed and yet the other still sustain life. 
The crowding within the mediastinum caused by 
an expanding benign tumor or a metastatic pul- 
monary cancer is responsible for most deaths. The 
location of a growth within the area of such vital 
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HAZARDS TO THE HOST OF BENIGN INTRATHORACIC TUMORS 
Richard H. Overholt, M.D. 


Wilford B. Neptune, M.D., Boston 


The tumor hazard to the host depends 
on two factors: the location of the lesion 
in relation to vital structures and the cancer 
potential. Correlation of clinical data (history, 
physical findings, roentgenograms, endos- 
copy, cytology, function tests, and living 
surgical pathology) now permits a more ac- 
curate appraisal of the two risks. The hazard 
of benign intrathoracic tumors is dependent 
on their location in relation to tube structures 
of the upper mediastinum and the potential 
threat of malignancy. During the past three 
decades, exploration of the thoracic cavity 
has become a common event in many hos- 
pitals. The act which establishes the 
diagnosis, i. e., total biopsy, provides simul- 
taneously curative therapy. Hazards to the 
host of benign tumors greatly exceed the 
risk of their removal. 


tubes as superior vena cava, azygos and innominate 
veins, carotid arteries, trachea, and esophagus 
makes possible the obstruction of one or more of 
these structures before the heart or lung is over- 
whelmed. 

The rate of expansion has a bearing on risk. If 
serial x-rays over a period of several years are 
available, some estimates of past growth can be 
obtained. Unfortunately, they do not indicate 
future behavior. 
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A Dangerous Site 


Benign mediastinal tumors take origin from the 
various tissues of the area. Histological types have 
their sites of predilection. The four quadrants of 
the mediastinum serve as a useful way to group 
them. The most common tumors are indicated in 
figure 1. 


\ 
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Fig. 1.—Most common location of mediastinal tumors. 
Although thymic and lymphatic tumors are listed, we con- 
sider all such tumors malignant. Also, hernias are shown, 
since they present tumor-like shadows. 


Tumors arising posteriorly in the paravertebral 
sulcus in either the upper or the lower part of the 
thorax are not strictly within the mediastinum. 
They are situated lateral to vertebral bodies and 
mediastinal pleura. They expand in the direction of 
the lung and at the expense of its volume. They 
may attain great size without producing symptoms 
or disturbing pulmonary function to a noticeable 
degree. Pressure on intercostal nerves may cause 
pain. Their greatest hazard is to the central nerv- 
ous system, for they may grow within a vertebral 
foramen and compress the spinal cord. 

Superior mediastinal tumors are in the most 
dangerous position of all. If centrally placed be- 
neath the manubrium they become wedged be- 
tween it and the vertebra and expansion must be 
in a lateral direction. Tubular structures are dis- 
placed or compressed (fig. 2 and 3). The tracheal 
rings will resist pressure longer than vascular tubes. 
The trachea usually becomes displaced far to the 
right or left long before its lumen is reduced in 
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diameter. The esophagus, having a muscular tube 
whose walls are normally in apposition except 
during acts of deglutition, also suffers displacement 
but hardly ever is obstructed by an expanding 
benign tumor. Occlusion of the esophagus rarely 
takes place except when its mucosa has been in- 
vaded by a malignant tumor or there is circumfer- 
ential cicatrization of its wall as a result of infec- 
tion or trauma. 

Lower anterior tumors have little room in which 
to expand. The roof (sternum) and the floor (heart) 
do not yield to the pressure of tumor expansion. 
The density of the heart and its constant motion 
prevent growth in that direction. Tumors taking 
origin in this area push to one side or the other, 
rarely both. The lung suffers most of the volu- 
metric loss as these tumors grow. In advanced 
states, there may be cardiac displacement or com- 
pression. 

The majority of benign tumors taking origin 
within the lung do not disturb its function until 
they have attained great size. The most common, 
hamartoma, usually grows slowly and silently at 
some distance from a major bronchus or tangential 
to it. Rarely is a bronchus obstructed. Usually, im- 
portant vascular structures escape impingement. 
Bronchial adenomas and papillomas do cause seri- 
ous trouble, not because of displacement of vital 
structures but because they often occlude the 
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Fig. 2.—Cross section of upper part of the thorax. Vital 
structures within mediastinal area are shown. 


bronchus at their site of origin. Most of the host 
disturbance results from secondary infection and 
the effects of the bronchial occlusion. 


Paradox of Shadow Density 


There are no absolutes in nature. This is true for 
the growth characteristics of various tumors and 
also for their roentgenographic shadows. The more 
dense, clear-cut, and undisputed the x-ray evidence, 
the more ominous and threatening the lesion ap- 
pears to many physicians. Shadows with densities 
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of great contrast seem to evoke immediate consid- 
eration for action. Top priority is given to neoplas- 
tic possibility. The paradox of shadow density is 
that risk is usually inversely related to degrees of 
density. Hazy, ill-defined disputable areas of al- 
tered density do, in fact, represent lesions carrying 
a far more serious import than the circumscribed, 
dense, “easy-to-see” shadow. This paradox applies 
particularly in asymptomatic cases. 

In an asymptomatic 67-year-old nonsmoking 
woman a chest film showed an ill-defined area of 
density in the upper right part of the lung field, 
with a questionable central zone of rarefaction 
(fig. 4A). Cytological, bacteriological, and skin 
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Fig. 3.—Cross sectional drawings of mediastinum, illus- 
trating displacement and compression of tube structures as 
result of benign tumor expansion in this area. 


tests were negative. This vague x-ray finding 
proved to be the most serious of all those illus- 
trated in this article. The other shadows are denser, 
more clear-cut, and apparently more ominous. Yet 
this was the shadow of a cancer; the others were 
of benign lesions. 


Calcium as an Age Indicator 


Risk can be more accurately appraised if the 
future behavior of a neoplasm can be foretold. 
Fortunately, a few intrathoracic lesions become 
calcified. The presence of such deposits in all parts 
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of the area of density is a very reliable “built-in” 
age indicator. Their growth must have terminated 
when the calcium salts were precipitated within 
them. 

If a calcific tumor does not cause symptoms or 
disturb function of neighboring structures, it may 
remain indefinitely without great risk. Larger, sta- 
tionary tumors may, by space occupancy, reduce 
pulmonary reserve to a critical level. Then, the 
slight risk of removal would be well balanced by 
the advantages of increasing cardiopulmonary 
reserve. 

A large calcified tumor was found on a chest film 
in a 48-year-old asymptomatic woman (fig. 4C and 
D). The size, shape, and character of the shadow 
has not changed since the discovery film, 10 years 
previously. Its space occupancy reduces the func- 
tional capacity of the left lung proportionately, but 
this is not a serious hazard. 

The factor of safety, implied by the presence of 
calcium, does not apply if there are two compo- 
nents of the area of density, one with and one 
without calcification. Cells capable of growth may 
be present in the “soft” area. The hazard to the 
host of this component, considered separately, must 
then be weighed against the risk of excisional 
therapy. 

Balancing Risks 


Individual patients with benign tumor problems 
are not helped much by statistical analysis of large 
groups of figures. It is important, however, to know 
which risk is the greater, that imposed by the 
tumor or that of treatment. No estimate of the 
hazard of continued growth of benign tumors is 
possible. In fact, one is not able to make an abso- 
lute diagnosis of a shadow. The growth pattern of 
those lesions which have been removed is inter- 
rupted by the act which establishes identity. It is, 
therefore, impossible to provide control series of 
like cases. However, the cancer potential of intra- 
thoracic tumors can be gauged from collected 
series of excised lesions. The proportion of malig- 
nancy in intrapulmonary tumor-like shadows ex- 
ceeds 20%. Davis and others’ state that 36% of 
1,203 of a collected group of solitary pulmonary 
nodules were malignant. In a collected series of 396 
mediastinal tumors (excluding those of lymphatic 
origin), Ringertz and Lidholm* report a cancer 
incidence of 11%. 

The risk of exploration and removal of intra- 
thoracic tumors comes well below the risk of the 
lesions in both categories. In our experience, the 
operative mortality in the past five years has been 
less than 1% for all mediastinal tumors and less 
than 1% for benign, intrapulmonary tumors. (Dur- 
ing the past five years 128 patients with tumor-like 
shadows have been treated by intrathoracic explo- 
ration and excision for nonmalignant conditions. 
There was no operative mortality. It seems reason- 
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Fig. 4.—A, ill-defined area of density with questionable central zone of rarefaction in spot film of upper part of right lung 
field in asymptomatic 67-year-old nonsmoking woman. Vague x-ray finding proved to be most’ serious of those illustrated; this 
was shadow of cancer. B, chest film revealing large, irregular area of great density in upper third of left lung field. This lesion 
proved to be intrapulmonary and benign (hamartoma). C and D, chest films revealing large calcified tumor in asymptomatic 
person. Size, shape, and character of shadow has not changed since discovery film, 10 years previously. E, x-ray taken two years 
after removal of patient's right breast for carcinoma. F, spot film from same case, showing rib detail with evidence of altered 
contour of seventh rib. Lesion plus rib was completely excised for total biopsy. Lesion proved to be benign schwannoma taking 


origin from intercostal nerve. 
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able to place the calculated risk for surgical treat- 
ment of benign lesions at a figure which is less 
than 1%.) 


Single Act for Verification aad Treatment 


By their very nature and location, most benign 
intrathoracic tumors do not yield to a precise pre- 
operative histological diagnosis. Bronchoscopy, cy- 
tological examination of bronchial secretions or 
pleural fluid, or cervical-node biopsy fails to settle 
the issue. Intraluminal bronchial tumors may be an 
exception. Rarely does information obtained by 
transthoracic needle biopsy aid in patient manage- 
ment. If resection is possible, such a preliminary 
keyhole approach adds a risk with no counterbal- 
ancing benefit. Aspiration of material from a large 
peripheral tumor might be justified in patients who 
are obviously inoperable. The exact identity of 
noncalcified intrathoracic neoplasms is preferably 
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producing lesion proved to be intrapulmonary and 
benign. It was a hamartoma. Total biopsy by 
lobectomy proved to be curative. 

Two years after removal of her right breast for 
carcinoma, a 46-year-old woman had evidence on a 
spot film of altered contour of the seventh rib 
(fig. 4F). The lesion plus the rib was completely 
excised for total biopsy. The lesion proved to be a 
benign schwannoma (neurolemoma) which took 
origin from the intercostal nerve. This diagnostic 
act simultaneously became the curative procedure. 


Approaches 


Intrathoracic exploration has advantages over 
exploration in other areas. A single organ, the lung, 
occupies this large body cavity. It can readily be 
deflated to permit a clear view of all areas. The 
mediastinum may be widely exposed from either 
side or from above. 


Fig. 5.—A, x-ray revealing widened upper mediastinal area in patient with substernal distress and mild dysphagia. B, 
esophagram from same case, showing distortion and luminal dilatation. At thoracotomy large mass was found involving 
esophagus, with forward displacement of trachea and great vessels. Tumor proved to be benign leiomyoma. C, chest film 


determined by total biopsy. It is a rare benign 
tumor> which cannot be completely and _ safely 
extirpated. Many malignant lesions can be totally 
extirpated as well. If a lesion is malignant and 
unresectable, a partial removal or adequate biopsy 
yields important information to gauge radiation or 
chemotherapy. 

The decisive step necessary to establish the diag- 
nosis, therefore, becomes for most cases the cura- 
tive procedure. Discovery and localization are ac- 
complished by a single act—radiography. Diagnosis 
and treatment are also one procedure. When risks 
are weighed and the patient is advised as to the 
best course to follow, management can be direct, 
simplified, and safe. 

In a 40-year-old woman a chest film revealed a 
large, irregular area of great density in the upper 


third of the left lung field (fig. 4B). This shadow- 


illustrating most common of all benign intrathoracic tumors, goiter. Note marked deviation of trachea. 


The intrathoracic space can be approached in 
various ways, depending on the tumor site. A pos- 
terolateral incision with the patient in the prone 
position is used for most highly placed tumors or 
for those which will probably require segmental or 
other types of lung resection. For low lesions, an 
anterior incision placed below the breast is fre- 
quently chosen. Rarely is a sternal-splitting incision 
or transection required, even for large mediastinal 
tumors which bulge both ways. The sternum is a 
narrow structure, and the area below it can be 
widely exposed transpleurally from either side. 
This avoids disruption of the central support. 
Most benign tumors within the mediastinum can 
be clearly enucleated without injury to neighbor- 
ing structures. After the mediastinal pleura is di- 
vided and the proper plane of separation is de- 
veloped, a finger can be passed over or under the 
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tumor to the opposite side. Then counterpressure 
dislocates the tumor into the operative area. The 
blood supply is secured, and the tumor is quickly 
extracted. 

Usually, a benign tumor within the lung can be 
enucleated easily without loss of lung substance. 
Some may require a subsegmental resection. Rarely 
need a lobe be sacrificed. 

The osseous cage itself can be reconstructed se- 
curely. Ribs are never resected unless they are 
involved with the tumor. The ends of severed ribs 
or cartilages can be firmly reunited. When the 
lateral shafts of ribs are being anchored, sutures 
can be placed through punch holes to avoid in- 
tercostal nerves. The precise reapproximation of 
fascia, muscle, and skin layers eliminates or mini- 
mizes postoperative discomfort; convalescence is 
speeded, and the total period of disability is short- 
ened. 

X-ray in a 34-year-old woman who had sub- 
sternal distress and mild dysphagia revealed a 
widened upper mediastinal area (fig. 5A). An 
esophagram showed distortion and luminal dilata- 
tion (fig. 5B). At thoracotomy a large mass was 
found involving the esophagus, with forward dis- 
placement of the trachea and great vessels. The 
tumor was sausage-shaped, 4 cm. in diameter and 
10 cm. in length. The muscle coat of the esophagus 
was markedly thinned out, but the mucosa was not 
involved. Enucleation was accomplished without 
injury to the mucosal tube. All symptoms were 
relieved, and the patient remained well. This tumor 
proved to be a benign leiomyoma. 
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In a 62-year-old woman who complained of 
cough and severe dyspnea a chest film revealed a 
goiter (fig. 5C), the most common of all benign 
intrathoracic tumors, and marked deviation of the 
trachea. Veins of the neck were distended, indi- 
cating superior vena caval obstruction. The possi- 
bility of a carcinoma of the thyroid was enter- 
tained. At exploration, with the cervical approach, 
a benign, nodular goiter was removed from the 
superior mediastinum. The obstruction of the tubu- 
lar structures of the area was immediately relieved. 
The patient has remained well. 


Summary 


The hazard to the host of benign tumors is de- 
pendent on their precarious location in relation to 
tube structures of the upper mediastinum and the 
potential threat of malignancy. A paradox of roent- 
genographic interpretation exists in many cases; 
the less dense or ominous the appearance of the 
shadow, the more serious is the substance that has 
produced the shadow. An indication of the age of 
the lesion may be provided by calcific deposits 
within it. 

The act which establishes the diagnosis, i. e., 
total biopsy, provides simultaneous curative ther- 
apy. Hazards to the host of benign tumors greatly 
exceed the risks of their removal. 
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well recognized. They are encountered in the gastrointestinal tract from the 


M rete CARCINOID.—The pathological entity of carcinoid tumors is 
cardia to the rectum, being seen most frequently in the appendix (70 per 


cent), the rectum (10 per cent), and in the terminal ileum. In the small bowel, the 
incidence of malignant behavior ranks as high as 25 to 50 per cent. Many of these 
carcinoid tumors with extensive metastases act as an endocrine neoplasm and pro- 
duce a peculiar syndrome. . . . The presence of a functioning carcinoid tumor 
should be suspected not only when the entire syndrome is present but whenever 
any single sign or symptom is encountered. Valvular heart disease, hepatomegaly, 
hot flushes, chronic diarrhea, and so forth, are worth more critical investigation. 
A malignant carcinoid tumor should also be considered in patients with metastatic 
neoplasms who have an unexpectedly benign and prolonged course. . . . Any sur- 
geon faced with a malignant intestinal neoplasm having regional or distal spread 
should rule out the possibility of a carcinoid before deciding upon a bypass pro- 
cedure. Because of the slow growth of both primary and metastatic argentaffinoma, 
and also because of the serious ill-effects of excess serotonin, every effort should be 
made to remove as much of the tumor tissue as is technically and safely possible. 
Carcinoid tumors should no longer be considered benign.—Pierre Grondin, M.D., 
M. E. Donley, M.D., Tirso Del Junco, M.D., D. E. Ross, M.D., Malignant Carcinoid 
Syndrome, Western Journal of Surgery, Obstetrics and Gynecology, November- 
December, 1958. 
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CLINICAL NOTES 


TORSION OF THE GALLBLADDER 
Sadredin Musavi, M.D 


and 


George H. Yeager, M.D., Baltimore 


Wendel’ reported the first case of acute torsion 
of the gallbladder. To date, 112 cases of torsion 
of the gallbladder have been collected from the 
world literature. In only two cases was a correct 
preoperative diagnosis made.* 


Report of a Case 


An 82-year-old woman was admitted to Univer- 
sity Hospital on Dec. 22, 1956, because of the sud- 
den onset of right-sided abdominal pain about 30 
hours prior to admission. The pain was associated 
with nausea and bile-stained vomit. The patient 
had had gallbladder disease 10 or 15 years ago. 
Four years prior to this admission, at another hos- 
pital, a cholecystogram and gastrointestinal x-ray 
studies were made, results of which are said to 
have been normal except for gastroptosis. 

The patient was hypasthenic, with marked tho- 
racic kyphosis. She was moderately dehydrated. 
The pulse was 100 per minute; blood pressure, 
150/80 mm. Hg. Rectal temperature was 101 F 
(38.2 C). She appeared acutely ill. The right side of 
the abdomen was exquisitely tender. The rest of 
the abdomen was soft. There was no distention and 
no abdominal masses could be defined. Procto- 
scopic and pelvic examination revealed no abnor- 
mality. 

Results of laboratory studies were as follows: 
hemoglobin level, 14.5 Gm.%; leukocytes, 17,500 
per cubic millimeter; hematocrit value, 45%; blood 
urea nitrogen level, 30 mg.%; carbon dioxide—com- 
bining power, 20 mEq. per liter. Urinalysis showed 
normal findings except for traces of acetone and 
albumin. 

The preoperative diagnosis was acute cholecysti- 
tis. After satisfactory hydration the patient's 
abdomen was explored. A moderate amount of sero- 
sanguineous fluid was encountered in the perito- 
neal cavity, mainly in the right gutter. The fluid 
had a feculent odor. The gallbladder was dis- 
tended, dark purple in color, and hanging on a 
pedicle, which was obviously the cystic duct and 
artery. There was positive (clockwise) torsion of the 
gallbladder on this pedicle through 360 degrees. 
The gallbladder was removed with ease. The peri- 
toneal fluid was evacuated and the subhepatic 
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space drained. The gallbladder contained about 25 
ce. of bloody, bile-stained material but no stones. 
Culture of the gallbladder contents revealed Esch- 
erichia coli. Histological examination of the gall- 
bladder wall revealed early necrosis. The patient's 
condition during the first two postoperative days 
was somewhat uncertain, but her recovery was 
complete, and on the eighth postoperative day she 
was discharged from the hospital. 


Comment 


Since Wendel’s report in 1898, 112 cases * of tor- 
sion of the gallbladder have been reported. The 
physical findings are not pathognomonic. Short and 
Paul,* in describing a case, suggested that if there 
is a mass in the gallbladder region which appears 
and disappears torsion and untwisting of the gall- 
bladder should be suspected. Most patients whose 
cases have been reported have been women past 
middle age. Of 106 cases in which the age of the 
patient has been recorded 77 patients were over 
50 years of age, including 14 patients over the age 
of 80 and 4 over 90. Wendel’s case was that of a 
23-year-old woman and is the only case of torsion 
with perforation on record. 

Gross ™ postulated that in the later decades of life 
supporting adipose tissue largely disappears from 
the surrounding structure, and atrophy of these 
tissues allows for greater ptosis of the viscera, in- 
cluding the floating gallbladder. Konjenzy * incrim- 
inated congenital ligamentous structures in the 
right upper quadrant causing strangulation of the 
floating gallbladder. Caldwell suggested that a 
tortuous arteriosclerotic cystic artery may encour- 
age rotation of the organ. Rais and Thulin®’ pro- 
posed that altered position of the abdominal organs 
due to kyphoscoliosis might contribute to the de- 
velopment of torsion. Despite the large incidence 
of torsion of the gallbladder in elderly patients not 
all cases occur late in life. Cuervo’ reported two 
cases. His first patient, a 5-year-old boy, survived. 
His second patient, an 11-year-old boy, died after 
delayed intervention. Stones have been reported in 
only 31 recorded cases. 

It is obvious that a gallbladder which is com- 
pletely surrounded by peritoneum and lies free in 
the peritoneal cavity, or one with a mesentery, is 
susceptible to torsion. The incidence of such ana- 
tomic relationship of the gallbladder is reported to 
be between 1 and 5%. Peristaltic activity of the 
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transverse colon and duodenum, violent movement 
of the body, or a sudden fall have been thought to 
initiate torsion.* 

Symptomatic, intermittent, partial torsion of the 
gallbladder is not recognized as a clinical entity by 
most surgeons. Certainly there are very few re- 
ported cases of cholecystectomy for this condition. 
Short and Paul* quote Fischer of Budapest, who 
described two patients, both women, aged 44 and 
29, with recurrent and incomplete torsion of the 
gallbladder. Both patients had visceroptosis and the 
torsion was through 90 degrees in both. Although 
stones were present in both, one patient had a cho- 
lecystectomy and the other had her gallbladder 
anchored with sutures. Krukenberg ° is reported to 
have described two patients in whom kinking of 
the gallbladder gave rise to attacks of colic. In 
each instance the gallbladder was found to be long 
and acutely flexed on itself. 


Summary 


Complete torsion of the gallbladder in an 82- 
year-old woman was treated successfully, although 
not diagnosed preoperatively. A total of 113 cases, 
including the one recorded here, have been re- 
ported to date. 


University Hospital (Dr. Yeager). 
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UNUSUAL FOREIGN BODY (STEINMANN PIN) IN BLADDER 


Raymond J. Fitzpatrick, M.D., Gainesville, Fla. 


Any solid material small enough to pass through 
the external urethral meatus may set up permanent 
residence in the urinary bladder. Most foreign 
bodies lost in the bladder have been self-intro- 
duced. Krugman and Rieser’ reported a case of a 
thermometer lost in the urinary bladder by a pa- 
tient who was taking vaginal temperatures to de- 
termine the time of ovulation. I recall an elderly 
patient who attempted dilatation of his urethral 
strictures with use of a wire coat hanger to the end 
of which was insecurely affixed a 3-in. length of 
wooden crayon. The wooden crayon, encased in 
stone, was surgically removed several months later. 

Despite the degree of frequency with which 
orthopedic “hardware” is used in and about the hip, 
the orthopedic surgeon has rarely encroached by 
inadvertence on the urologic field. In 1936, Grant * 
reported a case of a beef-bone peg migrating into 
the urinary bladder of a woman patient four 
months after it was used in pinning an intracap- 
sular fracture of the left femur. In 1947, Branham 
and Richey * reported a partial penetration of the 


left lateral wall of the urinary bladder by a Kirsch- 
ner wire two months after it was used in pinning a 
fracture of the left femur. McCrea, cited by Bran- 
ham and Richey, reported the penetration of the 
prostate gland by a large screw driven through the 
left acetabulum in an effort to pin a fractured hip. 
The following case has unusual features which 
make it worthy of reporting. 


Report of a Case 


An unmarried woman, aged 20, seven months pregnant, 
was admitted to the hospital on Sept. 20, 1957, for removal 
of a foreign body from the bladder. In the second month of 
pregnancy she began to have a constant dull ache in the 
suprapubic region, associated at times with burning and fre- 
quency of urination but almost always accompanied by 
sharp, knife-like pain at the end of urination. On each pre- 
natal visit the family physician found pyuria, for which 
“broad-spectrum” antibiotic therapy had been tried without 
success. No other complaints were offered. The patient 
denied having fever, hematuria, or dyspareunia. Her history 
was unremarkable save for a period of hospitalization seven 
years previously for “pain in the left hip.” The patient's 
memory of the illness was vague; she denied having under- 
gone an operation but could recall that she had been “put to 
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sleep” and that “the hip was put back in place.” She subse- 
quently developed a limp due to shortening of the left leg. 

At examination the only unusual finding was a fused left 
hip. Urinalysis revealed numerous pus cells and 2+ albumin 
value. Cystoscopic examination with bladder fully distended 
revealed a long silvery nail-like object lying free in the 
bladder. The caudal end was encased in a large white 
calculus, as demonstrated in figure 1. The cranial end was 
pointed, and along the dome of the bladder five areas of 
superficial ulceration were observed which suggested that 
the cranial end of the metallic foreign body altered position 
from time to time. No vaginal discharge was noted on pelvic 
examination, The distal third of the metallic object and the 
stone could be palpated. 

Confirmation was sought of the clinical suspicion that the 
metallic object had arrived at its destination through in- 
expert efforts to induce abortion. The patient denied that 
any such attempt had been made but did admit to consum- 
ing in early pregnancy an unknown quantity of liniment 
when advised by friends regarding its ecbolic efficacy. All 
she induced, however, was an upset stomach. Since one 
could readily visualize rupture of the bladder should labor 
start, the patient was advised to enter the hospital without 
delay for removal of the foreign body. 

The patient’s mother asked if it were possible for a piece 
of metal to travel from “the hip bone into the bladder.” The 
mother stated that seven years previously, on Aug. 18, 1950, 
an open surgical procedure had been performed on the 
daughter's left hip, contradicting the daughter's previous 
denial of having had an operation. The mother also stated 
that four months postoperatively a piece of metal emerged 
from the outer aspect of the patient’s left mid-thigh. Further 
examination revealed a fine scar on the posterolateral aspect 
of the left hip which had been missed when the patient was 
examined in the draped lithotomy position. A roentgeno- 
gram of the abdomen (fig. 2) revealed the orthopedic pin 
present in the bladder and one small pin still present in the 
left hip. The original films made after the hip-pinning were 
unfortunately not available for study. 

On Sept. 23, 1957, the bladder was opened through a low 
transverse suprapubic incision, A Steinmann pin, 9.5 cm. in 
length and partially encrusted by a stone measuring 4 by 3 
cm. in diameter, was found lying free in the bladder cavity. 
Some fibrous thickening was noted in the paravesical tissues, 
suggesting that the pin had burrowed its way through the 
acetabulum into the bladder. The patient had an uneventful 
postoperative course. The urethral catheter was removed on 
the fourth day, and the patient was discharged on the fifth 


Fig. 1.—Steinmann pin removed from bladder. 


postoperative day. A follow-up cystoscopic examination on 
Oct. 7, 1957, disclosed only mild residual trigonitis. The 
patient had an uneventful delivery on Dec. 11, 1957. 


Comment 


The symptoms of a foreign body in the urinary 
bladder are basically those of any urinary bladder 
calculus. Symptoms may be delayed after intro- 
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duction but are usually constant once begun. Pain 
is usually present and is often most severe when the 
patient is expressing the last few drops of urine. 
Dribbling and sometimes complete urinary obstruc- 
tion cause the patient to seek medical help. If the 
foreign body is self-introduced feelings of guilt or 


Fig. 2.—Preoperative roentgenogram showing bladder cal- 
culus, Steinmann pin, and fetal skeleton. 


shame may cause the patient to delay seeking medi- 
cal help until the symptoms become totally unbear- 
able. When the foreign body invades the bladder 
wall from without, extravasation frequently does 
not occur because a bed of dense scar tissue is laid 
down as the foreign body burrows and advances. 
The rapidity with which stone formation occurs 
depends to a great extent on the physical charac- 
teristics of the foreign body and the degree of local 
irritation it produces. 


Summary 


A Steinmann pin from a hip-pinning seven years 
previously migrated into the urinary bladder of a 
pregnant woman. ‘ihe original orientation of the 
pin suggests that the pointed end first entered the 
bladder and that calcification of the distal end 
occurred only after the entire pin was intravesical, 
or nearly so, 

The patient denied having had any operations in 
the past, and was therefore cross-examined regard- 
ing attempted abortion. The oral intake of liniment 
is not recommended as an effective abortifacient 
from this series of one. 

926 S. W. Second Ave. 
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SPECIAL ARTICLE 


This is the first of three papers presented at the Midyear Conference of the American Hos- 
pital Association, Chicago, Feb. 4, 1959. The others will be published in Tue Journat, June 13 


and 20. 


THE JOINT A. M. A.—A. H. A. COMMITTEE ON PROFESSIONAL LIABILITY 
Joseph F. Sadusk Jr., M.D., Oakland, Calif. 


During the past decade, the problems of profes- 
sional liability confronting both hospital and phy- 
sician have become increasingly severe. Not only 
has the frequency of claims increased but also the 
amount of indemnities paid and judgments ren- 
dered. In some areas total losses now practically 
quadruple those of 10 or more years ago. This has 
resulted in an unprecedented rise in premiums for 
professional liability insurance, a manifestation of 
the increasing financial liability of the physician 
and hospital. Even more important is the indirect 
effect on the practice of the physician, not only 
inhibiting his use of the more serious and hazardous 
forms of medical and surgical treatment but also 
causing him to practice with one eye on his legal 
obligations. This is difficult since the practice of 
medicine generally still remains an art, rather than 
a business procedure or a purely scientific endeavor. 

The problem reached such magnitude for the 
physician by 1954 that a number of resolutions 
were presented to the House of Delegates of the 
American Medical Association by its component 
state medical societies, requesting advice and assist- 
ance in the field of professional liability. In Decem- 
ber, 1954, the Board of Trustees of the A. M. A. 
directed the Law Department of that organization 
to carefully review the problem and to plan and 
initiate appropriate studies on the subjeci. Such 
studies were made and progress reports were regu- 
larly presented to the Board of Trustees. These 
analyses covered state insurance laws and regula- 
tions, state statutes of limitations, the type of re- 
ported cases, professional liability claims involving 
physicians in government service and in civilian 
practice, surveys of pertinent state legislation, sur- 
veys of state and national medical societies, and, 
finally, the preparation and publication of special 
articles on the subject of professional liability. 

These and studies elsewhere, especially in Cali- 
fornia, clearly indicated that the majority of claims 
against physicians arose in hospitals. The findings 
were striking, revealing that whether studies were 
made on a county, state, or national basis, 70% of 
such malpractice claims occurred in the hospital. 


Association Committee on Professional Liability. 


This was interpreted as a manifestation of the fact 
that serious and difficult medical and surgical prob- 
lems are carried out in the hospital rather than in 
the doctor’s office or in the patient’s home. 

At the same time the California Hospital Asso- 
ciation, by forming a group insurance program in 
the field of hospital liability, obtained invaluable 
data on factors leading to claims against the hos- 
pital. These findings, along with the findings of the 
Law Department of the A. M. A., led to a resolu- 
tion adopted by the House of Delegates of the 
A. M. A. in June, 1957, directing the Board of 
Trustees to consider the advisability of entering 
into discussion with representatives of the Ameri- 
can Hospital Association with the objective of for- 
mulating and implementing an effective joint in- 
hospital safety and accident prevention program. 
The A. M. A. Board of Trustees voted to approve 
the appointment of a joint committee shortly there- 
after. 

On Oct. 2, 1957, at the invitation of the American 
Medical Association, the Board of Trustees of the 
American Hospital Association took the necessary 
formal action to enable the appointment of a joint 
committee of the two associations on the subject of 
professional liability. 

Six members were appointed to the Joint Com- 
mittee, three each from the A. M. A. and the 
A. H. A. Dr. H. Close Hesseltine of Chicago, 
Dr. W. M. Nebeker of Salt Lake City, and Dr. 
Joseph F. Sadusk Jr. of Oakland, Calif., were as- 
signed by the American Medical Association and 
Dr. Ray E. Brown of Chicago, Dr. August H. 
Groeschel of New York, and Mr. James E. Ludlam 
of Los Angeles were assigned by the American Hos- 
pital Association. The Joint Committee first met in 
session in Chicago on Oct. 17, 1957, assisted by 
Mr. Alanson W. Willcox, counsel for the American 
Hospital Association, and Mr. C. Joseph Stetler, 
Director of the Law Department of the American 
Medical Association. At that meeting, Dr. Sadusk 
was elected Chairman and Mr. Stetler was elected 
Secretary. 

The directive for the Joint Committee was simple 
and broad in nature. The committee was asked to 
formulate and implement an effective in-hospital 
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safety and accident prevention program with a 
view to improving patient care, preventing acci- 
dental injury to patients, and lowering to an irre- 
ducible minimum grievances, claims, and _ suits 
against members of the medical staff and the hos- 
pital. Reports of the meetings of the Joint Commit- 
tee have been received and accepted by the House 
of Delegates of the American Medical Association 
at its December, 1957, and June, 1958, meetings. 

Joint professional liability problems of the phy- 
sician and the hospital have been discussed in 
detail at meetings of the committee. Collection of 
facts and statistics dealing with professional liabil- 
ity and education in the field have been discussed 
on a local and national basis. A report concerning 
the history and present status of the legal liability 
of charitable hospitals, by state, has been sub- 
mitted to the journals of the two associations for 
publication. A similar paper on legal liability of 
governmental hospitals has also been prepared. 

Through one of the A. H. A. members of our 
committee, and with the guidance of the commit- 
tee, the Farmers Insurance Exchange of California 
is conducting an intensive survey of the profes- 
sional liability experience of 200 hospitals in Cali- 
fornia covered by the state hospital group insurance 
program. This study, which will cover the last four 
years, is intended as a pilot survey. It is hoped that 
the results and the system perfected will enable the 
committee to recommend a mechanism for similar 
analyses by other state groups and by individual 
hospitals. 

Much discussion has taken place on the subject 
of education in professional liability for the phy- 
sician and the hospital, particularly with the view 
of leading both the professional and the administra- 
tive staff to realize the joint nature of their prob- 
lems. Careful consideration has been given to the 
formation of joint committees on professional liabil- 
ity at state and local levels. Also, discussion has 
brought out the need for methods of indoctrination 
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and education at state and local levels, with educa- 
tional material being prepared at the national level 
for guidance at the grass roots level. 

Such is basically the purpose of this discussion 
today. As a primary source of educational material, 
the Joint Committee has planned, through the kind 
assistance of the Wm. S. Merrell Company of Cin- 
cinnati, a series of films on various aspects of the 
professional liability problem for hospital and phy- 
sician. One such film, entitled “No Margin for 
Error,” has already been completed and will re- 
ceive its premiére showing today. This film takes 
up in-hospital liability problems and is directed not 
only to the physician’s professional liability but also 
to the hospital and to its employees. The joint na- 
ture of such problems has been emphasized. This 
first film is necessarily general in scope; as time goes 
along, future films will doubtless be along more 
specific lines. The film may be obtained for show- 
ing in hospitals from the respective film libraries of 
the A. M. A. and the A. H. A. 

The committee has considered that there is a 
need at the local hospital level for a joint hospital 
medicolegal education committee to provide all 
persons engaged in the care of patients with an 
understanding of the various factors which are or 
could be involved in the occurrence of accidental 
injury or harm to the patient. Details of this recom- 
mendation will be presented by Dr. Groeschel of 
the Joint Committee. Also, Mr. Ludlam will present 
our thoughts on similar committees at the state 
level. 

Our deliberations to date have certainly empha- 
sized the need for a joint effort of physician and 
hospital at all levels from national down to local. It 
is hoped that our committee’s efforts will lead to 
the formulation of a sound prevention program 
which can be implemented by constituent asso- 
ciations and by individual hospitals. 


4725 Telegraph Ave. 


patients following fracture with the life expectancy of a group . . . similar to 


GS osents AFTER HIP FRACTURE.—A comparison of the life expectancy of our 
our patients in age, sex, and race showed that after the first 6 months the life 


expectancy of our patients with fracture is not appreciably less than that of the 
general population, which is about 11 years. These conclusions would lead us to sug- 
gest that if patients with fracture of the hip can be supported through the first 6 
months, they should live for several years. Although it is true that the weak members 
of the fracture sample would tend to die in the first 6 months, yet 70 per cent of our 
patients lived for 6 months. Every effort should be made to see that these patients 
are sustained to the maximum. We suggest that the use of heparin for the prophy- 
laxis of pulmonary embolism, the liberal use of whole blood before and during 
operation (especially in the patients with trochanteric fractures), and the use of 
antibiotics for the prophylaxis of pulmonary and wound infections are helpful.— 
William T. Fitts Jr., M.D., Herndon B. Lehr, M.D., Stanley Schor, Ph.D., and 
Brooke Roberts, M.D., Life Expectancy After Fracture of the Hip, Surgery Gynecol- 


ogy & Obstetrics, January, 1959. 
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COUNCIL ON DRUGS 


NEW AND NONOFFICIAL DRUGS 


The following descriptions of drugs are based upon available evidence and do not in any 


case imply endorsement by the Council. 


Dithiazanine Iodide (Abminthic, Delvex).—3-Ethyl- 
enyl|benzothiazolium iodide.—The structural for- 
mula of dithiazanine iodide may be represented as 
follows: 


Ss. 
NC-CH=CH CH=CHCH=C I 
7 

N+ N 


CeaHs C2Hs 


Actions and Uses.—Dithiazanine iodide, intro- 
duced commercially in 1958, is a blue cyanine dye 
which is used clinically as an anthelmintic. The 
drug possesses an amidinium ion system, a distinc- 
tive chemical configuration characterized by a 
quaternary nitrogen separated from a tertiary nitro- 
gen by a resonating or conjugated carbon chain of 
alternate double and single bonds; this resonating 
amidinium ion system is apparently essential for 
anthelmintic activity. Cyanine dyes as a class are 
sparingly soluble and poorly absorbed from the 
gastrointestinal tract. The high levels in the intes- 
tine after oral administration of dithiazanine exert 
an inhibitory effect on the anaerobic metabolic 
reactions of certain intestinal helminths, thereby 
producing a chemotherapeutic effect against sus- 
ceptible parasites. 

Dithiazanine is highly active against Trichuris 
trichiura (whipworms) and Strongyloides sterco- 
ralis. Cure rates ranging from 72 to 100% have 
been reported in trichuriasis and from 62 to 100% 
in strongyloidiasis. The drug is far more effective 
than previous modes of therapy in either of these 
worm infestations, i. e., hexylresorcinol retention 
enemas for Trichuris organisms and intravenously 
administered gentian violet for Strongyloides in- 
fections. In responsive patients, therapy with di- 
thiazanine effects a cure rather than merely re- 
moving most of the worms. Hence, it is considered 
the drug of choice for the treatment of trichuriasis 
and_ strongyloidiasis. 

Dithiazanine is about as effective as piperazine 
for the treatment of pinworms (Enterobius ver- 
micularis) and roundworms (Ascaris lumbricoides). 
Since the use of dithiazanine is associated with a 
much higher incidence of gastrointestinal side- 
effects than is therapy with piperazine, the latter 
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agent is considered preferable for these infestations. 
Therapy with dithiazanine for pinworms or round- 
worms should be reserved for those patients in 
whom a course of treatment with piperazine has 
failed to eradicate the parasites. However, dithia- 
zanine should prove to be highly useful as a single 
agent for the treatment of multiple worm infections, 
such as ascariasis and trichuriasis, which frequently 
occur in the same patient. 

Dithiazanine, used either alone or in combination 
with tetrachloroethylene, has been tried for the 
treatment of hookworm infections due to Necator 
americanus. Although the preliminary clinical trials 
have suggested some degree of chemotherapeutic 
effectiveness, the drug appears to be inferior to 
tetrachloroethylene for this purpose. Hence, its use 
in hookworm infections is considered experimental. 
There is, likewise, inadequate evidence to establish 
the usefulness of dithiazanine in dwarf tapeworm 
(Hymenolepis nana) parasitism. 

Serious toxicity has not been encountered during 
the clinical trials of dithiazanine, an effect attrib- 
utable to its almost complete lack of absorption 
from the gastrointestinal tract. The drug does, how- 
ever, exert a local irritant effect on the gastro- 
intestinal mucosa. Thus, nausea, vomiting, and 
anorexia occur frequently; abdominal cramps and 
diarrhea may also be encountered. For this reason, 
the drug is probably best administered with meals. 
Since cyanine dyes as a class are highly toxic when 
given parenterally, dithiazanine should not be 
given in any condition in which its gastrointestinal 
absorption might conceivably take place. In view 
of past experience that other cyanine dyes can 
cause kidney damage, dithiazanine should be used 
cautiously in patients with renal disease. The drug 
is obviously contraindicated in any condition that 
may be aggravated by vomiting. 

Dosage.—Dithiazanine iodide is administered 
orally. The optimal daily dose is 45 mg. per kilo- 
gram of body weight (20 mg. per pound) with a 
maximum daily dosage of 600 mg., administered in 
three divided doses, for 5 to 10 days in trichuriasis, 
for 5 days in ascariasis and enterobiasis, and for 
7 to 21 days in strongyloidiasis. 

Preparations: tablets 50, 100, and 200 mg. 

Eli Lilly and Company cooperated by furnishing scientific 
data to aid in the evaluation of dithiazanine iodide. 
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COMMITTEE ON TOXICOLOGY 


Accidental poisoning from a compound or group of compounds is directly related to ac- 
cessibility of the agent and lack of awareness of its toxic potentialities. This is no more strik- 


ingly demonstrated than in the record of poisoning from medicinal iron preparations during 
the past century. Over 100 years ago, Orfila, the father of the modern science of toxicology, 
pleaded for recognition of the toxicity of ferrous sulfate because of the then increasing num- 
ber of poisonings by iron salts. Later, the medicinal value of iron preparations fell into disre- 
pute, and iron poisoning vanished with the disa ppearance of these preparations from the home. 

Orally administered iron preparations have again returned to medical favor, but a general 
lack of awareness of the hazard of overdoses, especially in small children, persists. Accord- 
ingly, the Committee has adopted the following report to acquaint the medical profession and, 
through them, the general public, with the toxicity of iron salts and their potentialities for 


harm when ingested in excessive amounts. 


Within the last 10 years a considerable number 
of small children have been poisoned from the ac- 
cidental ingestion of ferrous sulfate tablets. The 
potential toxicity of ferrous sulfate has received 
editorial attention in recent years, and physicians 
have been asked to adopt a more cautious attitude 
about the supposed safety of iron preparations. In 
view of the accumulated reports of poisoning by 
ferrous sulfate and other iron salts such as ferrous 
and ferric chloride and ferric ammonium citrate 
and the current popularity of this form of therapy, 
it is important that physicians appreciate the po- 
tential toxicity of these compounds and warn pa- 
tients to keep tablets out of the reach of children. 

The incidence of poisoning by iron salts seems 
to be related to the status of iron therapy in any 
given period. Cases of accidental and homicidal 
poisoning from iron salts were widely reported in 
the literature of the middle 19th century. Reports 
of accidental iron intoxication did not appear again 
in print until 1934, and since 1947 they have ap- 
peared with sufficient frequency to warrant edi- 
torial attention. 

Until the last decade of the 19th century, iron 
therapy was widely employed in the treatment of 
hypochromic anemias due to body-iron deficiencies. 
At the turn of the century a definite change in atti- 
tudes toward the value of iron therapy occurred 
as the result of the belief that inorganic iron was 
not absorbed from the gastrointestinal tract. The 
small doses of iron salts then used had little thera- 
peutic effect, and the value of iron fell into disre- 
pute until the second decade of this century. Then, 
the two fundamental principles of iron therapy pre- 
viously set forth by Sydenham and Blaud, namely, 
large doses and the greater potency of ferrous salts, 
began to be reconfirmed through use. 

In recent years, ferrous sulfate has been used 
extensively for the treatment of iron deficiency ane- 
mia, and even some blood banks give the tablets 
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routinely to donors. The more widespread use of 
this compound has increased the opportunity for 
accidental poisoning in young children, Candy- 
coating of this medication appeals to small children, 
thereby magnifying the hazard. The magnitude of 
the hazard is evident in the vital statistics on fa- 
tal accidental iron poisoning which have been re- 
corded in the United States and Great Britain in 
recent years. 
Clinical Experience 


In Great Britain, ferrous sulfate is considered the 
most important childhood poison, being comparable 
to aspirin in the United States as the greatest 
single cause of poisoning in small children. Two 
decades ago (1930-1939) only two children died in 
Great Britain from ferrous sulfate poisoning. Dur- 
ing the recent decade (1940-1949) this drug killed 
17 children, with two more deaths attributed to un- 
specified iron tablets. Although full information is 
not available for recent years, the direction of the 
trend of iron poisoning is evident from British vital 
statistics for 1950-1953. These records indicate that 
32 accidental deaths due to ferrous sulfate poison- 
ing occurred in children. 

Although precise data for a comparable period 
for the United States are not available, eight deaths 
are recorded in the American literature for the pe- 
riod 1947-1954. Examination of mortality data re- 
corded with the United States’ National Office of 
Vital Statistics disclosed 30 deaths from ferrous 
sulfate in children for the years 1949 through 1956. 

Unfortunately, nationwide morbidity data are 
unavailable. Examination of the records of the New 
York City Poison Control Center revealed that fer- 
rous sulfate was involved in 35 incidences reported 
during the past two and one-half years. The Wash- 
ington, D. C., chapter of the American Red Cross 
tabulated only six nonfatal reports during the same 
period. An additional 68 cases were reported from 
16 other centers responding to a questionnaire di- 
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rected to poison control activities. These data sug- 
gest that, although poisoning from oral ingestion of 


medicinal iron preparations is not as important a ° 


cause of injury in the United States as in Great 
Britain, prudent use of such preparations requires 
that warning or caution statements about the haz- 
ards to children be required of all oral iron prepara- 
tions with a history of accidental injury. For several 
years, British manufacturers have employed warn- 
ings of this type on the labels of containers for 
iron sulfate capsules and tablets. Canadian food 
and drug regulations also require caution state- 
ments on ferrous sulfate capsules or tablets. 


Mechanism of Action 


The mechanism of action in iron poisoning is 
not known. Pathological findings have failed to 
give a satisfactory explanation for death. Opinions 
are divided as to whether the fatal outcome is due 
to shock secondary to local tissue damage to the 
gastrointestinal tract, to systemic effects following 
the passage of large quantities of iron into the 
blood stream, or to the metabolic effects of ab- 
sorbed iron resulting in respiratory collapse. 

One of the unique features of iron metabolism is 
that iron has no organ of excretion. Iron released 
from the catabolism of iron compounds is not ex- 
creted and must be fed back into anabolic iron 
pathways. Overloading with parenterally adminis- 
tered iron is not compensated for by increased fecal 
or urinary excretion. Iron found in the feces rep- 
resents only unabsorbed iron, and the intestine has 
no power to regulate, through excretion, the amount 
of iron in the body. Urinary excretion of iron is 
negligible, and increased ingestion of iron is not 
accompanied by elevated urinary excretion. Thus, 
the capacity to regulate the amount of iron in the 
body lies in the absorption mechanism. 

Iron is absorbed by the mucosal cells of the in- 
testinal tract. It is absorbed more readily in the 
ferrous than in the ferric form. How iron passes 
through the mucosal cell and into the blood stream 
is unknown. The absorption of iron is not a question 
of simple diffusion across a membrane but involves 
a metabolic transportation through the intestinal 
mucosa. Presumably, the mucosal cell regulates the 
rate of absorption from the gastrointestinal tract 
and seems to act as a barrier to the rapid entrance 
of iron into the circulation. 

The pathological picture is usually that of hemor- 
rhage and necrosis of the stomach and intestinal 
mucosa. The liver is frequently involved, showing 
mild, cloudy swelling to small areas of complete ne- 
crosis. Among some survivors, delicate fibrosis of 
the liver and pyloric stenosis have been described. 
In most cases there has been a marked dilation of 
the right side of the heart, with pulmonary con- 
gestion and occasional hemorrhage. There have not 
been any particular abnormal findings in other or- 
gans of the body. 
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Symptoms and Treatment 


There are three critical phases in iron poisoning: 
an early acute phase of shock that occurs within a 
few hours after ingestion; a recurrent phase that 
appears 20 to 48 hours after ingestion; and occa- 
sionally a late phase of gastric scarring and contrac- 
ture, with pyloric obstruction appearing about a 
month later. 

Death has occurred from the ingestion of ferrous 
sulfate in doses ranging from 40 to 1,600 mg. per 
kilogram of body weight. Hoppe has estimated the 
fatal dose for a child 2 years old or younger to be 
900 mg. per kilogram of body weight. 

The principal manifestations of poisoning are 
vomiting and circulatory collapse. Lethargy, vom- 
iting, fast and weak pulse, low blood pressure, and 
coma appear within one-half to one hour after in- 
gestion. These symptoms may disappear after 4 
to 6 hours, followed by a 6-to-24-hour asymptomatic 
period in which the child seems to improve rapidly. 
A second crisis then occurs, with cyanosis, vaso- 
motor collapse, pulmonary edema, coma, and death 
within 12 to 48 hours. 

Treatment is mainly symptomatic and is directed 
toward removing the iron and combating shock. 
Milk should be given immediately and vomiting in- 
duced. The stomach should be lavaged with a 5% 
aqueous solution of monosodium phosphate or di- 
sodium phosphate. Two or three ounces of the phos- 
phate solution should be left in the stomach of a 
child 1 or 2 years old. (Proportionately greater 
amounts of these drugs may be given to older pa- 
tients.) Bismuth subcarbonate, 200 mg., may be 
given every four hours to young children. A solu- 
tion of 5% glucose in saline solution should be ad- 
ministered intravenously to correct dehydration. 
Transfusion is initiated with plasma or whole blood 
if shock is severe. Edathamil calcium-disodium is 
administered intravenously, and oxygen is given 
as indicated. Exchange transfusions have proved 
valuable in severe poisoning. Antibiotics are ad- 
ministered as prophylaxis against pneumonia and 
other intercurrent infections. 


Conclusions 


The approach often recommended to correct most 
poisoning hazards is to substitute less noxious 
agents or to restrict use so that the hazards are 
reduced or eliminated. Iron sulfate and other iron 
salts, which have produced injury, may ultimately 
be replaced by safer iron compounds, provided the 
substitutes are equally effective and not too expen- 
sive. Restrictions on use, although theoretically at- 
tractive, are not always feasible in practice, es- 
pecially for a valued and time-tested medicinal 
agent. A requirement that ferrous sulfate and sim- 
ilar hazardous iron salts be labeled with a caution 
statement about the hazards of excessive doses, 
especially to children, seems to best serve the pub- 
lic interest at this time. 
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IS FAMILIAL PERIODIC DISEASE 
A NOSOLOGICAL ENTITY? 


A case report in this issue of THE JouRNAL, page 
653, by Alkalay and co-workers calls attention to 
a syndrome that seems to be in the process of being 
differentiated from the pyrexias of unknown origin. 
In 1948 Reimann ' grouped together under the term 
periodic disease a series of patients with somewhat 
diverse symptomatology, characterized by _peri- 
odic recurrence of symptoms over a long period of 
time and without known cause. The findings most 
frequently noted were recurring fever, abdominal 
pain, and joint pain. Similar cases have been de- 
scribed by others under such terms as benign 
paroxysmal peritonitis, periodic peritonitis, periodic 
arthralgia, periodic abdominalgia, and familial Med- 
iterranean fever. Heller and associates * proposed 
the following diagnostic criteria: (1) attacks of fever, 
usually of short duration, recurring at varying in- 
tervals over the course of many years; (2) painful 
manifestations usually but not always with each 
attack located in abdomen, chest, joints, or skin; 
and (3) no evidence of any known causative factor. 
About one-third of the patients develop erythema- 
tous skin lesions and about one-fourth develop 
proteinuria without obvious cause. 

Similar symptoms have been found among close 
relatives of about 60% of the patients described in 
the literature. Reimann and Angelides * described 
23 affected persons in five generations of a single 
family, with arthralgia being the outstanding symp- 
tom. Genetic study of this family and of several 
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others suggests the action of an autosomal dominant 
gene. On the other hand, Mamou and Cattan * 
described 10 cases in first cousins and their children, 
but with two normal sisters who were mothers of 
the affected sibships. This observation, which has 
been supported by others, suggests that the condi- 
tion can be transmitted to their children by appar- 
ently healthy persons. This phenomenon, which 
would be described by geneticists as reduced pene- 
trance of the gene, at least suggests the possibility 
that both genetic and environmental factors might 
be concerned in the etiology of this condition. In 
addition, familial periodic disease seems to have a 
peculiar ethnic distribution, occurring primarily in 
peoples of the Mediterranean Basin, and in their 
descendants in other parts of the world. The vast 
majority of cases have been found in Jews, Ar- 
menians, and Arabs, with some cases in Turks and 
Italians. 

The picture that seems to be evolving is that of 
an inherited disease of unknown mechanism and 
apparently limited ethnic distribution that should 
be considered in the differential diagnosis of fevers 
of unknown origin. The frequent occurrence of 
renal involvement suggests that this condition may 
also be responsible for some of the obscure cases of 
nephritis. Additional studies with a combined ge- 
netic and clinical approach are needed to delineate 
this syndrome more exactly and to elucidate the 
mechanisms involved in its development. 


NUCLEAR SEX 


In 1949, Barr and Bertram ' demonstrated a sex 
difference in nuclear morphology in the neurones 
of the cat. Subsequently similar though possibly 
not homologous distinctions were shown to exist 
in cells of many other tissues in a variety of species 
including man. In recent years, the sex chromatin 
test has been widely used in studies on sexual dys- 
genesis and neoplastic growths and has provided a 
useful tool in the field of experimental embryology. 
Various cell preparations have been used for the 
test including buccal and vaginal smears, amniotic 
fluid smears, skin biopsy specimens, and leukocytes. 
In somatic cells other than leukocytes a characteris- 
tic chromatin mass is found on or close to the 
nuclear membrane in from 25 to 85% of cells from 
genetically female persons but in less than 10% of 
cells from genetically male persons. This mass may 
represent the two X chromosomes of the female, 
though this is by no means established nor is there 
any explanation for the occasional appearance of 
this structure in male cells.* The sex distinction in 
the leukocyte is manifested by a small drumstick- 
like structure present in up to 6% of leukocytes of 
genetically female persons but absent from leu- 
kocytes of genetically male persons.’ The signifi- 
cance of this structure has not been determined. 
With the possible exception of certain neoplastic 
growths,* there appears to be a consistent agree- 
ment in chromatin sex among the various tissues 
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of a given person; the pattern is apparently estab- 
lished early in the embryonic development, persists 
through the life of the person, and is uninfluenced 
by hormone administration or deprivation. 

It is now well established that the influence of 
genetic, environmental, or hormonal factors dur- 
ing development can lead to a dichotomy between 
genetic and somatic sex. Thus dysgenesis of the 
primordial germ cells may apparently lead to either 
Turner’s syndrome or Klinefelter’s syndrome de- 
pending, respectively, on whether the germ cells 
disappear completely or are merely substantially 
reduced.” In the former case, the phenotype is 
invariably female though the genetic sex has been 
found to be male in the majority of subjects ex- 
amined. In the latter case, the medullary com- 
ponent of the fetal gonad is able to differentiate 
and a testis results, capable of secreting testoster- 
one and even of displaying spermatogenesis. Male 
secondary sex characteristics develop regardless of 
the fact that the genetic sex has proved to be fe- 
male in many of the clinically recognized cases. In 
the event that the number of primordial germ cells 
approaches the normal, true hermaphroditism may 
result, the persons being of either male or female 
genetic sex. While it is generally agreed that these 
forms of sexual dysgenesis must arise very early 
during development, opinions differ as to whether 
they are genetically determined disorders ° or ac- 
quired ones.° Another abnormality, the testicular 
feminizing syndrome, is known to be the result of 
a maternal hereditary trait which manifests itself 
early in the third month of pregnancy by suppres- 
sion of the male inductive and endocrine capacities 
of the testes. Genetically male offspring of mothers 
bearing this trait develop female or mixed male 
and female secondary sex characteristics. Female 
offspring develop normally but one-half will be 
carriers of the trait. 

A third type of defect, congenital adrenal hyper- 
plasia, arises from a genetic defect in the synthesis 
of adrenal cortical hormones which leads to an 
enhanced production of androgenic substances. 
This results in various degrees of virilization par- 
ticularly apparent in female babies. Fortunately 
this condition usually responds readily to depres- 
sion of endogenous adrenocorticotropic hormone 
secretion by corticosteroid therapy. A somewhat 
similar form of female pseudohermaphroditism has 
been reported to occasionally occur in female chil- 
dren born to women receiving progesterone dur- 
ing pregnancy.’ In these cases, it has been sug- 
gested either that the placental barrier is abnor- 
mally permeable or that the mothers degrade 
progesterone abnormally, giving rise to more potent 
androgenic substances. Determination of the ge- 
netic sex is of considerable aid in the diagnosis of 
those essentially treatable forms of pseudoherma- 
phroditism. 

In lower vertebrates, sex reversal has been shown 
to be compatible with reproduction. Thus, the 
genetically male Xenopus can be changed to a nor- 
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mally behaving, reproducing female frog.” As 
yet complete sex reversal has not been recorded in 
man, though the presence of active spermatogenesis 
in certain genetically female patients with Kline- 
felter’s syndrome suggests this possibility. Recog- 
nition in man would be difficult since sex reversal 
usually only comes to the attention of physicians 
when patients seek medical advice for such condi- 
tions as sterility. Recently Moore® has reported 
that in 1,911 newborn anatomically male infants, 5 
had sex chromatin patterns typical of females while 
in all of 1,804 anatomically female infants the 
chromosomal pattern was characteristically female. 
An even higher incidence of sex reversal has been 
reported by Ferguson-Smith '° in prepuberal men- 
tally retarded children. Moore suggests that if all 
five of the chromatin-positive males develop testic- 
ular dysfunction before puberty, the incidence of 
the disorder must be higher than is generally 
thought. Alternately he postulates that at least 
some of the five may develop into normal-appear- 
ing, fertile males. Recognition of such sex-reversed 
persons is currently being attempted by cytological 
screening of fathers of families composed of large 
numbers of girls only, since genetically female 
persons mated to normal females could be expected 
to have only female offspring.’ The possibility of 
the existence of fertile sex-reversed persons serves 
to stress the fact that the ultimate determination 
of sex should not be based on chromatin patterns 
alone but on a consideration of the total psycho- 
physical personality."* 
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A MONTHLY MESSAGE 


in this final message of mine to the 175,000 mem- 
bers of the American Medical Association I am 
extremely pleased to report to you that I believe the 
state medical societies are meeting one of medi- 
cine’s most important challenges—the health care 
needs of the aged—with speed, vigor, and imagi- 
nation. 

In the last few months I have had the opportu- 
nity to see firsthand how our state medical asso- 
ciations are moving to solve this important matter 
now before the profession. I have heard the dis- 
cussions and debate of state committees on aging 
and of houses of delegates. I have watched hun- 
dreds—even thousands—of physicians toiling over 
and thinking out new and better medical care plans 
for their fellow men—the senior citizens of the 
United States. 

Since the A. M. A. House of Delegates unani- 
mously adopted the proposal asking physicians to 
accept a level of compensation that would permit 
the development of low-cost health insurance and 
prepayment plans, our state associations and their 
members have seized the opportunity before them 
and have implemented this decision. 

In full cooperation with Blue Shield plans across 
the nation low-cost coverage for older persons has 
been developed in many areas. Some of these plans 
now are enrolling those over 65 years of age. Others 
soon will begin their enrollments. 

In a realistic fashion these states have come up 
with plans that will provide tangible help and 
needed security and assurance to our aged. They 
have done so not merely because of the essential 
urgency of the situation but, more important, be- 
cause here was an opportunity for the physician 
and his organized medical society to serve patients 
—millions of them over 65 years of age. 
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Without a doubt, this dedicated action on the 
part of physicians everywhere has been the high- 
light of my term of office. It has been a most heart- 
ening experience. Furthermore, I believe that every 
physician who has taken part in this excellent effort 
to develop a sound and workable plan in his state 
has been rewarded richly. 

I cannot thank personally every physician who 
has taken part, or who will participate, in this pro- 
gram of helping the aged to help themselves in 
meeting their health care needs. However, through 
this medium I congratulate each of you for your 
past, present, and future good work. 

Naturally, I am aware that what we already have 
done does not necessarily make medicine’s program 
for the aged a success. Our ultimate and real suc- 
cess will be measured in the number of older per- 
sons who are covered by voluntary health insurance 
and prepayment plans and the extent of that 
coverage. 

But a solid foundation has been laid. We now 
need to build on it. Furthermore, we need to keep 
the profession mobilized and alert on the whole 
matter of the aging. 

I also hope that all our state societies will dis- 
play their further interest by enlisting community 
support and by providing leadership in obtaining 
adequate nursing home and homemaker facilities 
for the aged at the community level. 

In his famous passage from “Rabbi Ben Ezra” 
the poet Robert Browning wrote: 

“Grow old along with me! The best is yet to be.” 

For the sake of all of the nation’s aged and of 
future generations of senior citizens, I hope that 
we—the physicians of the United States—will con- 
tinue to do our utmost to ensure that truly “the 
best is yet to be.” 

GuNNAR GUNDERSEN, M.D. 
La Crosse, Wis. 
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REPORTS OF OFFICERS 


The following reports will be presented to the 
House of Delegates of the American Medical As- 
sociation at its session to be held in Atlantic City 
in June. 


REPORT OF BOARD OF TRUSTEES 


To the Members of the House of Delegates of the American 
Medical Association: 


The following report of the Board of Trustees is respect- 
fully submitted: 


Financial Statement 


The official 1958 financial reports of the Association’s ac- 
countants appear as part of this report. 

At its meeing on April 24-26, 1959, the Board of Trustees 
adopted, on recommendation of the Association’s account- 
ants, a form of balance sheet which constitutes a revision, 
particularly with respect to reserves and fund balance, and 
which was made applicable to the accounts as of Jan. 1, 1959. 
The letter from the accountants, transmitting the revised 
balance sheet, indicated that “as further funds are set aside 
and reserved, entries should be made in the accounts and 
so shown in the financial statements that the resources of 
the Association which have been authorized to be set aside 
by the Executive Committee are clearly indicated. We ap- 
prove of the revised form of presentation and it is our 
understanding that this will become the official form of 
balance sheet presentation for American Medical Associa- 
tion, effective January 1, 1959.” 

The above revised balance sheet also appears as part of 
this report. 


Report on Matters Referred by House of Delegates 


Voluntary Health Agencies.—_In December, 1958, the 
House of Delegates adopted a substitute resolution stating 
that the American Medical Association neither approves nor 
disapproves of the inclusion of voluntary health agencies in 
united fund drives and that the Board be requested to ar- 
range a top-level conference with the voluntary health 
agencies, the united funds, and other parties interested in 
the raising of funds for health causes, with the view of re- 
solving these misinterpretations and other difficulties in this 
area, 

After careful consideration of the resolution and the 
intent of the House which was interested as a desire to 
clarify the position of the American Medical Association 
with respect to fund raising, the Board of Trustees was of 
the opinion that such clarification could be accomplished by 
sending a letter to the organizations concerned. The letter, 
outlining the December 1958 action of the House of Dele- 
gates, was mailed in March 1959. 

Armed Forces Institute of Pathology.—In accordance with 
the action of the House of Delegates in December, 1958, 
a letter was sent to the Secretary of Defense requesting 
that provision be made for general or flag rank for the 
Director of the Armed Forces Institute of Pathology during 
his tenure of office. 

A reply from Charles C. Finucane, Assistant Secretary of 
Defense, Manpower, Personnel and Reserve, dated March 
26, 1959, indicated that the views of the Military Depart- 
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ments on the resolution were obtained; that the Departments, 
while expressing full recognition of the importance of the 
position and the necessity for capable service representatives 
occupying it, are unanimous in the opinion that the position 
should not be designated for general/flag officer rank. The 
reasons cited are (1) that the specialist qualifications which 
the Director must possess preclude the routine assignment 
of a general/flag officer to the position; (2) the Services 
are unable to accommodate within present general/flag 
officer authorizations a number of positions for which the 
assignment of a general/flag officer is considered fully justi- 
fied. Their capability to meet requirements for general/flag 
officers outside their own areas is limited to filling only those 
positions related to the highest priority missions. According- 
ly, it is the view of the Department of Defense that the 
establishment of the position of the Director of the Armed 
Forces Institute of Pathology for general/flag rank is not 
desirable. 

Memorial Stamp Commemorating Anniversary of First 
Successful Oophorectomy.—A telegram was sent to the Post- 
master General requesting, in accordance with the action of 
the House of Delegates in Minneapolis, that a commemo- 
rative stamp be issued in honor of Dr. Ephraim McDowell 
who performed the first successful oophorectomy on Dec. 25, 
1809, at Danville, Ky. Mr. L. Rohe Walter, Special Assistant 
to the Postmaster General, replied that a number of requests 
for such a stamp were received and given complete and 
careful consideration by the Citizens’ Stamp Advisory Com- 
mittee; that while the Committee appreciates the signifi- 
cance of the great contribution made by Dr. McDowell, it 
was not possible to include recommendation for this stamp 
in the 1959 schedule. 

Referrals.—Other matters referred by the House of Dele- 
gates to appropriate councils, committees or departments 
of the Association have been so referred. As soon as reports 
are available from these groups, they will be transmitted 
to the House of Delegates. 


Committee on Preparation for General Practice 


In June, 1958, the Board of Trustees referred to the House 
of Delegates for its information a progress report of the 
Committee on Preparation for General Practice, for the pur- 
pose of obtaining comments and suggestions from the mem- 
bers of the House in order to aid the Committee in 
developing a final report at a later date. 

The following final report and recommendations of the 
Committee on Preparation for General Practice was ap- 
proved by the Board of Trustees and is submitted to the 
House of Delegates for adoption: 

Introduction.—At the meeting of the House of Delegates 
of the American Medical Association in Seattle, Nov. 27-30, 
1956, the Committee on Medical Practice presented a re- 
port containing five instructions. The report was considered 
by the Reference Committee on Insurance and Medical 
Service and on its recommendation was adopted by the 
House. The report, in its instructions 3 and 4, recommended 
that a study group be formed to consider the best back- 
ground preparation for general practice. 

The Executive Committee of the Board of Trustees, at 
its meeting on Dec. 14, 1956, voted that the Council on 
Medical Education and Hospitals address itself to instruc- 
tions 3 and 4 and requested the Council to form a study 
group of representatives of the Council, the Association of 
American Medical Colleges, the American Academy of 
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General Practice, and representatives of the specialty areas, 
and proceed “to analyze objectively and make recommenda- 
tions as to the best background preparation today for 
general practice.” 

Subsequently, the Committee received a related assign- 
ment from the House of Delegates during the New York 
meeting, June 3-7, 1957. At the time that the Reference 
Committee on Medical Education and Hospitals considered 
the reports of the Klump Committee on General Practice 
Prior to Specialization, it recommended discharge of that 
Committee and also “that the newly organized committee 
to study the best background preparation for general prac- 
tice, in its long-term cooperative study with appropriate 
groups, give full consideration to the importance of a broad 
background of training and experience for all physicians in 
the care of the patient as a whole and of the family as a 
unit.” 

The first meeting of the Committee on Preparation for 
General Practice occurred Jan. 18, 1957. There have been 
subsequent meetings, as follows: Subcommittees—May 9, 
June 28-29, and Oct. 20, 1957. Committee meetings—May 
10, Sept. 14 and Dec. 5, 1957; Feb. 22-23, May 17, and 
Sept. 13, 1958, and March 20-21, 1959. Discussions have 
been held with various major specialty groups in order to 
secure the benefit of their thinking in the deliberations of 
the Committee. 

General Considerations.—-The Committee undertook its 
assignment in full recognition of the need for a long range 
objective study regarding what basic educational back- 
ground would best prepare future physicians for general 
practice. This immediately raised questions about the future 
nature of such practice in the light of the needs of the peo- 
ple as well as the changing dimensions of medical knowl- 
edge. 

After careful thought and study of pertinent data, the 
Committee has concluded that the marked trend toward 
what is called full time specialty practice will be of con- 
tinuing significance. As knowledge important to medicine 
continues to increase, the further development of specialism 
and its related tools and techniques will also take place. 
Although the availability of such specialty service is essential 
to good medical care, it is believed that it is similarly 
important that the broad, general outlook in medicine also 
be retained. 

The Committee is of the opinion that the needs of the 
public are well served through comprehensive medical care. 
By its very nature, such care is based necessarily upon a 
close interpersonal relationship that most readily develops 
through long association between a physician and a patient. 
To have greatest significance, this close relationship also 
involves the physician with his patient’s environment and, 
most particularly, with his family. 

There is a general awareness of the changing nature of 
society. It is proper and necessary that the pattern of 
medical care adapt itself to fulfill best its role in this chang- 
ing order. An unknown degree of such adaptation, not 
measurable in available data, has already taken place. 

It is recognized that the approach to medical practice 
with the humanistic concept of and concern for the “whole 
patient” is and indeed should be characteristic of all physi- 
cians whether specialists or not. However, the concept of 
comprehensive medical care, as used here, implies the active 
performance of direct service over broad areas of medicine 
and the availability of this broad service for all patients. 
The Committee believes that further changes in the pattern 
of medical practice and of graduate study for practice will 
be required to meet successfully the challenges of this kind 
of general medical care in the future. 

It does not seem likely that the general practitioner, the 
internist, or other specialist as commonly conceived today 
will be ideally prepared to fulfill this role in the future. To 
do so, the general practitioner of the future should have 
a deeper and more extensive graduate medical education 
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than is presently available. And if the internist were to 
assume this role, then his training should be broadened in 
preparation for the assumption of a more comprehensive 
and continuing responsibility for the health of the individual 
and his family regardless of age. Thus, there are two possi- 
ble approaches to the basic preparation of physicians for 
family practice; namely the designing of a new high quality 
graduate program specifically for the preparation of family 
physicians, or the broadening of the training given in exist- 
ing residencies in internal medicine, such as by inclusion 
of training in pediatrics, the primary management of trauma, 
etc. The proposed program here set forth is concerned with 
the former. It is the hope of the Committee that appropriate 
groups will give consideration to the latter. It may well be 
to the advantage of the medical profession and the public 
that both approaches be used simultaneously. 

In considering preparation for this type of medical prac- 
tice in the future, the Committee devoted much thought to 
the titles that should be used for such a physician and such 
a medical practice. Because the emphasis is on the medical 
care of the family regardless of age and because of the wide 
acceptance and stature of the titles with the public, such a 
physician couid most appropriately be designated a family 
physician and the field as family practice. 

For the working definition of the medical practice in- 
volved, the Committee adopted the following: “Family prac- 
tice is that aspect of medical care performed by the Doctor 
of Medicine who assumes comprehensive and continuing 
responsibility for the patient and his family regardless of 
age. 

The educational program proposed for future family 
physicians is intended to prepare them to provide services 
to patients irrespective of age over broad areas of medicine 
and to coordinate specialty consultation and care according 
to the peculiar needs which their patients’ problems may 
require. The Committee believes that there will be an in- 
creasing need for the family physician who is prepared to 
provide these services. 

The Committee has given attention to the trend toward 
group practice. This trend, in itself, serves to emphasize the 
need for physicians prepared to serve as family physicians 
and for their inclusion in such groups. 

The Committee believes it to be in the best interests of 
medical practice, the public, and the profession itself that 
every physician should be free to follow that field of medi- 
cine which most appeals to him and for which he is most 
suited by ability and temperament. He should be trained 
adequately for that field which he elects to follow. The 
student contemplating his future career in family practice 
should have avaiable to him recognized educational pro- 
grams of high quality comparable to those existing in spe- 
cialty areas. 

Before addressing itself to the new graduate program, the 
Committee wishes to express certain viewpoints in regard to 
the medical school experience that is a necessary prelude to 
any graduate program. Regardless of what his future career 
may be, and this is not usually determined with finality 
early in his studies, the physician must have a sound bal- 
anced education in the sciences basic to medicine and in 
their clinical application. There is a common fund of knowl- 
edge and skills desirable for all graduates of medical 
schools. The provision of this common fund of knowledge 
and skills is the major objective of medical schools. 

The educational program in a modern medical school 
exposes the student to specialty viewpoints. To maintain the 
objective of providing a sound, balanced medical education, 
it would seem highly desirable that the student be exposed 
also to the concept of family practice. Because general care 
is an important part of medical practice, medical schools 
should be encouraged to develop that phase of medical edu- 
cation centered around the patient, his continuing care, his 
environment, and the use of community resources, to the 
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fullest extent compatible with the total educational program. 
Educational experiences emphasizing care of ambulatory 
patients should be an integral part of this program. 

The Committee is cognizant of the many studies being 
conducted for the improvement of the medical school cur- 


riculum, and of the several experimental approaches being: 


applied. These efforts are commended. The Committee be- 
lieves that the entire medical curriculum warrants constant 
reappraisal and study for the purpose of developing educa- 
tional programs which will better prepare the graduate to 
gain maximum advantage from the greater clinical oppor- 
tunities of his graduate training. The medical profession has 
been fortunate in having medical school faculties who have 
subjected the educational objectives, methods and content 
to a continuing, intelligent, and critical appraisal. Careful, 
intensive study has frequently led to well planned changes. 
The Committee believes that the means of accomplishing 
further changes in undergraduate medical education should 
be left to the administrators and faculties of the schools, in 
whose ability and integrity the Committee has confidence. 

The remarkable advances in medicine that have occurred 
and that will continue to occur have increased the difficulty 
and the complexity of family practice, as well as of the 
limited specialties. The responsibility of the family physician 
is a heavy one. It demands knowledge, alertness, agility of 
mind, and a wisdom born of education and experience. It 
necessitates the possession of a sound knowledge of the 
fundamentals of medicine as well as a synoptic knowledge 
of the basic principles of special fields. In view of this, as 
well as the pattern that has been followed successfully in 
the specialty fields of developing graduate educational pro- 
grams beyond medical school, the Committee recommends 
that a new graduate educational program for family practice 
be developed. 

The Proposed Basic Program.—The proposed two-year 
program presented below should assure the opportunity for 
adequate preparation of the future physician to provide 
medical care for all members of the family. It should be 
emphasized that the proposed program is conceived in its 
entirety as concerned with the preparation of physicians in 
the future for family practice. It should not be interpreted 
by hospitals or other institutions or organizations as having 
import for the training or privileges of general practitioners 
now in practice. 

In recommending a new graduate program for the family 
practice of medicine, the Committee believes that primary 
consideration should be given to an educational experience 
enabling the physician to provide medical care for all mem- 
bers of the family irrespective of age. After determining that 
the period beginning at the time of receiving the M.D. 
degree is the most appropriate one for a new plan of prepa- 
ration for family practice, the Committee agreed to concern 
itself with a minimal or basic program. Since the program is 
designed to fulfill a logical need, it is reasonable to antici- 
pate that state board regulations, military obligations, and 
hospital staff policies and privileges will be altered to rec- 
ognize the merits of this program. 

Relationship to the Existing Internship.—The internship 
year as presently constituted cannot be considered as a com- 
ponent of this program for it would result in dividing it into 
two separate segments. The internship was designed many 
years ago to provide the initial contact with and responsi- 
bility for patients. Since the development of the medical 
school clinical clerkship, the internship no longer comprises 
such initial patient contact but rather it is now considered 
as one of several graded steps toward the assumption of 
total responsibility for patient care. Further, there is now 
general agreement that the one-year internship alone is 
inadequate as preparation for the practice of medicine. 
Indeed, the Committee believes the one-year internship 
actually encourages inadequate preparation for family prac- 
tice. 
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The present values of the internship will be an inherent 
part of the proposed program, but cannot be separated out 
of it as a segment without weakening the greater values to 
be derived from dealing with the new program as a unified 
whole. The graduate program proposed as preparation for 
family practice is designed to be more comprehensive than 
the internship in regard to patient responsibility, educational 
content, and continuity of experience. 

Minimal Requirements of the Basic Program.—Under the 
existing circumstances, the Committee believes that a period 
of at least two years of formal hospital training following 
attainment of the medical degree is necessary in preparation 
for the family practice of medicine. However, time alone 
cannot serve as a valid measure of educational adequacy. 
The two-year period would be minimal even where the other 
factors of educational quality and content are optimal. 

Medicine and Pediatrics.—Since in usual instances the par- 
ticipant will enter this program immediately following 
graduation from medical school, it should include a minimum 
basic eighteen month period to provide experience in the 
diagnostic, therapeutic, psychiatric, preventive, and rehabili- 
ative aspects of medicine and pediatrics in a very broad 
sense, including care of the newborn. In addition, there will 
be provided an elective period. 

The graduate program of two years in preparation for 
family practice should be planned and implemented as a 
unified whole. Since the family physician is to provide con- 
tinuing care, it is highly important that the preparation for 
this kind of practice be designed to assure suitable oppor- 
tunity for the participant to study patients over relatively 
long periods of time. He should follow the patient, as neces- 
sary, in the outpatient service, into the home when this is 
practicable, and certainly from one hospital service to an- 
other (such as following his assigned patients from the 
medical or pediatric service through the surgical wards). 
There should be a maximum continuity of assignment in 
specific services so that the program will stress education 
through continuing rather than episodic medical experience. 
Such a unified two-year program will permit and encourage 
the necessary progression of responsibility. 

Obstetrics and Gynecology.—The opportunity for training 
in obstetrics during the elective period should be a requisite 
of all programs. Participants who plan to practice obstetrics 
are expected to spend at least four months in obstetrical 
training. Physicians planning to undertake other than un- 
complicated procedures should take additional advanced 
training in this field. For those who do not anticipate an 
obstetrical practice, the elective portion may be utilized for 
further training in other segments of the program. Experi- 
ence should be provided in office-type gynecology (and the 
care of the newborn if not included in pediatrics). It is 
urged that the concept of unity be applied to the elective 
period to prevent unduly short assignments that would 
provide little educational justification. 

Ambulatory and Outpatient Care.—Because the care of 
the ambulatory patient is an important part of medical 
practice, provision of adequate opportunities for the study 
of outpatients is essential and should be provided through- 
out the program insofar as practical in a manner that would 
permit following the patient over long periods of time. 

Particularly with regard to the admission of ambulatory 
patients, it would be desirable if opportunity were provided 
in this program for their initial work-up before they are 
labelled as medical or surgical, in order that conditions 
ultimately treated surgically can be a part of the diagnostic 
experience of this program. This study of patients before 
identification of their illnesses as “medical” or “surgical” 
may begin in the outpatient department. It may continue in 
the hospital on the general medical service, but some hos- 
pitals may find it more convenient to establish admitting 
services for this purpose. Such training in diagnosis is essen- 
tial if the conditions of a family practice are to be simulated. 
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Emergency Service and Surgery.—Throughout the two- 
year program, the participant should have experience pro- 
vided by regularly assigned periods of emergency room 
service. The Committee believes that this should include 
training in minor surgery and the emergency and primary 
management of trauma. The emergency room service should 
also provide experience with the common medical and 
surgical emergencies and participation in their management. 
Participants in this program planning to undertake surgery 
other than minor surgery are expected to take additional 
advanced training. 

Conclusions.—This report presents the minimal program 
under optimal circumstances for preparation for family prac- 
tice in the future. The Committee believes that this two-year 
program would furnish a sound foundation for further grad- 
uate medical education and for continuing education in any 
field. The thoughtful cooperation of specialty groups will be 
essential to its success. 

The Committee also recognizes that thoroughly sound 
implementation of the proposed program by medical staffs 
and governing boards of suitable hospitals will be required 
in order to realize fully its potentialities. The proposed pro- 
gram should receive the favorable attention of the best 
medical centers in this country. To achieve the ultimate 
objective of sound preparation in the future for family 
practice, this program should be initiated in suitable hos- 
pitals with the emphasis on quality. 

Recommendations.—The Committee on Preparation for 
General Practice recommends to the Board of Trustees that 
(1) this report and specifically the basic program designed 
for preparation of family physicians be approved in prin- 
ciple and transmitted to the House of Delegates with a 
recommendation for its approval, (2) the Council on 
Medical Education and Hospitals be instructed to imple- 
ment the intent of this report. Due attention should be 
given to the importance of initiating this new program on a 
modest scale so as to best assure that a high quality of 
educational experience will be a uniform characteristic of 
all such programs established. The Council on Medical 
Education and Hospitals should regularly and carefully 
review established programs so that Essentials of Graduate 
Training for Family Practice can be documented on the 
basis of sound experience. 

With the submission of this report, the Committee has 
completed its assignment and requests that it be discharged. 


Youth Fitness 


The American Medical Association has had a long-standing 
interest in the fitness of youth, and, through its Department 
of Health Education and other departments and divisions, 
its Joint Committee with the National Education Association 
and many other cooperative relationships, has devoted con- 
siderable energy and effort to the improvement of youth 
fitness through a broad program of health education de- 
signed to emphasize intellectual, emotional, social, and 
moral and spiritual, as well as physical components of 
fitness. 

The President of the United States has activated a Council 
on Youth Fitness among his Cabinet Members and has ap- 
pointed a Citizens Advisory Committee on the Fitness of 
American Youth, composed of representative American 
leaders including several physicians, which are developing 
plans, suggesting projects, and recommending practices that 
are generally in keeping with the broad point of view on 
youth fitness held by the medical profession. 

The views of the President’s Council and the President’s 
Citizens Advisory Committee on the Fitness of American 
Youth have been expressed as: to encourage the expansion 
of health education, to increase the status of physical educa- 
tion, to encourage continuing health supervision including 
periodic medical examinations and follow-up. 

The Council and the Advisory Committee, in their delib- 
erations, have emphasized the importance of developing 
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youth fitness programs through existing agencies and organ- 
izations to prevent unnecessary duplication of services and 
facilities and cumbersome bureaucratic structures. 

The Board of Trustees recommends that the American 
Medical Association, through the House of Delegates, ap- 
prove in principle the aims and objectives of the President’s 
Council and the President’s Citizens Advisory Committee on 
the Fitness of American Youth and urge its member physi- 
cians to cooperate in the promotion of properly developed 
and soundly conceived plans and programs for youth fitness. 

It also recommends that the constituent associations and 
their member local medical societies be requested, through 
their designated representatives, to work cooperatively with 
reputable professional and other ethical groups interested 
in the improvement of youth fitness. 

Copies of this statement, if approved, should be trans- 
mitted to the President of the United States, to the members 
of the President’s Council on Youth Fitness, and to the mem- 
bers of the President’s Citizens Advisory Committee on the 
Fitness of American Youth. 


Annual and Clinical Meetings 


Following consideration of a report on housing and meet- 
ing room facilities of several cities, the Board of Trustees 
recommends to the House of Delegates that Chicago be 
selected as the site for the 1962 Annual Meeting and that 
the week of June 11-15 be chosen as the date. 
The following places and dates have previously been ap- 
proved for Annual and Clinical Meetings of the Association: 
Annual Meetings: 
1960—Miami Beach, June 13-17 
1961—New York, June 26-30 

Clinical Meetings: 
1959—Dallas, Texas, Dec. 1-4 
1960—Washington, D. C., Nov. 29-Dec. 2 
1961—Denver, Nov. 28-Dec. 1 
1962—Los Angeles, Nov. 26-30 


ACCOUNTANTS’ REPORT 


The Board of Trustees, 
American Medical Association: 

We have examined the statement of assets, liabilities, 
and fund balance of American Medical Association as of De- 
cember 31, 1958 and the related statement of income and 
fund balance for the year then ended. Our examination was 
made in accordance with generally accepted auditing stand- 
ards, and accordingly included such tests of the accounting 
records and such other auditing procedures as we considered 
necessary in the circumstances. 

During the year ended December 31, 1958 certain adjust- 
ments were made to balance sheet accounts and resulted in a 
net charge to fund balance of $696,444. Except for $162,673 
arising from revaluation of furniture and office equipment 
these charges resulted from changes in accounting methods. 
These changes, of which we approve, are more fully de- 
scribed in notes to financial statements and were adopted 
to provide more effective budgetary control over certain 
operations and to more fairly present the financial position 
and results of operations in conformity with the objectives 
of the Association. 

In our opinion, with the foregoing explanation, the ac- 
companying statements of assets, liabilities and fund balance 
and income and fund balance present fairly the financial 
position of American Medical Association at December 31, 
1958 and results of its operations for the year then ended, 
in conformity with generally accepted accounting principles, 
which except for the changes in accounting methods referred 
to above, were applied on a basis consistent with that of 
the preceding year. Also, in our opinion, the accompanying 
schedule is stated fairly in all material respects when con- 
sidered in conjunction with the financial statements taken 
as a whole. 

Peat, Marwick, MITCHELL & Co. 
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Exhibit A 


STATEMENT OF ASSETS, LIABILITIES AND FUND BALANCE 
Dec. 31, 1958, 
witH CoMPARATIVE Ficunres For 1957 
Assets 1958 1957 
Accounts receivable: 


Directory report service . coves 9,371 26,526 


Interest accrued on investments ................ $ 55,698 $ 75,927 
Inventories of materials and supplies, at ‘cost . 362,199 392,715 
Expenditures on publications in process (note 1) 102,947 
Prepaid expenses, deposits, and advances: 

Deposits and advances 107,237 120,895 


Commissions applicable to unexpired 
subscriptions to publications (note 1) .. ‘ 
Insurance and other prepaid expenses ........ 27,278 84,270 


$ 134,515 $ 854,216 


Marketable securities and other investments, at 
cost (security values based on market 
quotations—1958, $10,874,267; 1957, $9,909,622— 
other investments based on cost) (note 2): 

United States Government securities ........ $ es $ 7,669,330 
527, 


Industrial bonds ................+ 
Common stocks ........ 2 152" "O18 1,408,417 
Other investments ....... "320, 172 46,785 


$10,341,141 $ 9,652,260 


American Medical Association Research Fund: 
United States Government securities, at cost 
(value based on market quotations—1958, 
$1,422,666; 1957, $1,474,552) ......... sesssceccess $ 1,486,279 $ 1,479,669 


$ 1,500,575 1,489,650 


Property, plant, and equipment (note 3) ....... $ 3,538,507 $ 3,303,860 
Less allowance for depreciation ...... 1,175,513 432,428 
$ 2,363,084 % 1,871,432 


$15,672,460 $15,368,951 


Liabilities and Fund Balance 1958 1957 
Accounts payable and accrued 
Accounts payable . $ 650,081 $ 584,615 


Aecrued payroll .. 36,955 32,576 
Employees’ withholding taxes 55,536 50,311 


$ 833,744 $ 750,605 


Provision for completion costs of cumulative 
index volumes to be issued (less amount 
recoverable by subseription—1958, nil; 1957, 


Deferred credits: 
Unexpired subscriptions to publications ...... ¥ 1,918,056 1,626,654 


Income from 20th edition directory report 

service (less accumulated costs applicable to 
directory—1958, nil; 1957, $382,958) (note 5) ... 420,224 
Other, including dues received in advance .... 20,850 49,008 
$ 1,938, 906 $ 2,095,886 


American Medical Association Research 


Fund reserve ..... $ 1,489,650 $ 1,489,650 
Other reserves: 
Association ..... 350,000 350,000 
Building improvement ‘and modernization | — 1,000,000 1,000,000 
Equipment modernization ........... soebeeede 290,000 200,000 
Building replacement ................. cpeenened 1,860,000 1,860,000 


$ 3,810,000 $ 3,810,000 
Fund balance (Exhibit B) ........ 
$15,672,460 $15,363,951 


Exhibit B 
STATEMENT OF INCOME AND FUND BALANCE 
YEAR ENDED Dec. 31, 1958 


Income: 
Membership dues and subscriptions to 
periodical publications .. $ 4,701,378 
Income from investments ............. 451,211 
Income from 20th edition directory report 
service and copy sales, less costs applicable 


$12,975,806 
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Costs, expenses, and other charges: 
Printing and publication costs of periodicals, 
books, and pamphlets $ 6,688,787 
Councils, bureaus, and related eae 


Other expenses ae annua and interim 
meetings, net—$#95,9 ee 834,149 


Excess of charges na credits in connection 
with the closing of the printing department 
Contribution to American Medical 
Educational Foundation 100,000 =:11,727,716 
Income in excess of costs, expenses, and 
other charges ..... 8 1,248,000 
Fund balance at beginning of year ............. . 7,048,514 
Income in excess of costs, expenses, and other 
charges for the year ended December 31, 1958 


$ 8,296,604 


Adjustments—eredits (charges): 
Adjustment of furniture and equipment 
valuations to appraisal value at December 
Write-off of commissions applicable to 
unexpired subscriptions to Today's Health 


Write-off of unearned subscriptions to the 2ist 
edition of the Directory (note 6) ........... 14,641 


Write-off of the provision for completion 
costs ot cumulative index volumes to be 
(696,444) 
Fund balance at end of year .......... coneece $8 7,600,160 
See accompanying notes to financial statements. 


NOTES TO FINANCIAL STATEMENTS 
Dec. 31, 1958 


(1) Expenditures for publications in process and prepaid commissions 
to agents for magazine subscriptions were deferred as of Dec. 31, 1957, 
in the amounts of $102,947 and $649,051, respectively. In the year 1968, 
the Association adopted a change in method of accounting for such 
items with the result that prepaid publication costs and commissions 
to agents are not accrued at the close of the year. These changes in 
accounting methods were made to provide more effective budgetary 
control over expenditures and in recognition of the fact that in future 
years such expenses will be on a reasonably uniform basis when com- 
pared with related revenues. As of Dee. 31, 1958, commissions to agents 
on unexpired subscriptions in the amount of $717,708 were charged to 
fund balance. All publication costs were charged to operating expense 
in 1958. 

(2) It is the practice of the Association to merge the investments of 
its restricted and unrestricted funds. The equities of funds in invest- 
ments at Dee. 31, 1958 and 1957 are shown below: 


1958 1957 
Unrestricted—gemeral $5,355,141 $ 4,407,260 
Restricted: 


Depreciation reserve 1,176,000 1,435,000 


Association reserve 350,000 350,000 
Building improvement and modernization .... 1,000,000 1,000,000 
Equipment modernization ................s000+ 200,000 200,000 
Bullding 1,860,000 1,860,000 


4,986,000 5,245,000 
$10,341,141 9,652,260 


(3) During the year 1958 detailed records of office furniture and 
equipment were established and coincident therewith cost or appraisal 
values of such property were determined by Horder’s, Inc., of Chicago, 
Illinois and the Association. The item values so established resulted In 
a write down of $162,673 in office furniture and equipment 

(4) In 1956 the Association entered into contracts with printers for 
its periodicals, and began the closing of its printing department for 
such purposes. Under this program only a small service unit will be 
retained to accommodate needs of the administrative offices. The ex- 
cess of charges over credits for the current year with respect to the 
closing of the printing department was $98,660. 

(5) The 20th edition Directory was completed during the current year 
and all income and costs pertaining thereto, which had been deferred, 
were closed out in 1958 in conformity with the practice followed by the 
Association in prior years. Effective Jan. 1, 1959 the Association will 
no longer defer either income or expenses with respect to the directory. 

(6) The net amount of $183,937, representing unexpired subseriptions 
to the 20th edition of the Directory and to the Quarterly Cumulative 
Index, less accumulated completion costs of the cumulative index was 
credited to fund balance at Dec. 31, 1958. This change in accounting 
procedure was adopted in recognition of continuous incurrence of costs 
on the index together with a continuous flow of subscription income 
throughout any given fiseal year. 

(7) Because of the various changes in accounting treatment herein. 
before described, 1957 income and expense items are not wholly com- 
parable to 1958 factors, and accordingly 1957 figures have been omitted 
from this report. 

(8) The approximate future liability of the Association in connection 
with the rehabilitation of the building facility (general office head- 
quarters) is $1,770,000 as of Dec. 31, 1958. 
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STATEMENT OF —, LIABILITIES AND FUND BALANCE 


Accounts receivable: 
Advertising 
Directory report service 


Interest accrued on investments 55,693 
Inventories of materials and supplies, at cost .. 362,199 
Prepaid expenses, deposits and advances: 

Deposits and advances 107,237 

Insurance and other prepaid expenses ....... ° 27,278 134,515 


Marketable securities and other investments, at 
cost (security values based on market 
quotations, #10,874,267—other investments 
based on cost): 


United States Government securities ..... eee 7,363,056 
2,152,913 
Other 820,172 10,841,141 
American Medical Association Research Fund: 
United States Government securities, at cost 
(market value based on quotations— 
1,486,270 
Property, building and equipment ...........++. 8,588,5 
Less allowance for depreciation ............++ 1,175,518 
2,368,084 
$15,672,460 
Liabilities, Reserves, and Fund Balance 
Accounts payable and accrued expenses: 
91,172 
Employees’ withholding taxes .............++ 55,536 
833,744 


Deferred credits: 
Unexpired subseriptions to publications ...., $ 1,918,056 
Other, including dues received in advance ..., 20,850 1,938,906 


Net investment in property, building, and 

Reserves for: 

American Medical Association Research Fund —= 1,500,575 

Funding of depreciation of property, building, 


Liability on uncompleted contracts— 
rehabilitation of building 1,770,000 
4,446,088 
6,090,638 
$15,672,460 
April 27, 1959 


A. M. A. VIEWS ON S. 94 


Honorable Olin D. Johnston, Chairman 
Post Office and Civil Service Committee 
United States Senate 

Senate Office Building 

Washington 25, D. C. 


Dear Senator Johnston: 


This letter, outlining the position and recom- 
mendations of the American Medical Association 
with respect to S. 94, 86th Congress, is respectfully 
submitted for the consideration of your committee. 
We are presenting our views in a written statement 
rather than through oral testimony because of the 
difficulty which we understand you have encoun- 
tered in hearing all who have applied to testify. If, 
however, any member of the committee has spe- 
cific questions which he would like to direct to the 
American Medical Association, be assured that we 
will do our best to supply an answer, 
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For many years the American Medical Associa- 
tion has been active in encouraging the extension of 
coverage and the improvement of benefits under 
Blue Cross, Blue Shield, and commercial health 
insurance programs. Our interest in the over-all 
field has included serious consideration of a health 
insurance program for the benefit of federal em- 
ployees and their dependents. For at least the last 
five years we have followed closely the bills that 
have been introduced in Congress in this regard 
and have worked with the U. S. Civil Service Com- 
mission and other interested agencies inside and 
outside of government in an effort to devise the 
most satisfactory arrangement. 

At its meeting on March 19-20, 1955, our Board 
of Trustees voted to approve legislation which 
would authorize the Civil Service Commission to 
make available, on a voluntary contributory basis, 
group hospital, surgical, medical, and other per- 
sonal health benefits for civilian officers and em- 
ployees in the federal service. This is still the offi- 
cial position of the Association. 

As a result of a more detailed consideration of 
pending legislation by our Council on Medical 
Service and our Council on Legislative Activities, it 
has been suggested that the plan finally agreed 
upon should (a) permit a realistic choice of plan on 
the part of the individual employee; (b) permit all 
qualified carriers to offer coverage; (c) require 
financial participation by the employee in the pay- 
ment of premiums under any plan or plans selected; 
(d) provide for a minimum of governmental regu- 
latory authority over participating carriers or plans; 
and (e) provide for adequate pre-funding for per- 
sons who retire after July 1, 1959, and a method by 
which the person who retired before that date can 
participate on a contributory basis. 

It is our further belief, however, that the Ameri- 
can Medical Association should not attempt to offer 
suggestions as to (a) the specific amount of the 
government contribution to the program; (b) the 
maximum benefits payable under the basic or major 
medical program; or (c) the formula to be applied 
in determining the eligibility of an insurer to par- 
ticipate in underwriting basic or major medical 
benefits. 

In applying these policy statements to S. 94, the 
pending bill, it is our belief that satisfactory amend- 
ments could be made rather easily within the 
framework of this legislation. Without suggesting 
specific amendatory language we would recom- 
mend that further consideration be given to the 
following provisions of the bill: 

Sections 5 and 6.—These sections describe the 
basic health plans and the major medical benefits 
covered by the bill. 

Although section 5 specifies that the individual 
employee must elect to participate under one of the 
four basic health plans, it is not clear whether major 
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medical insurance coverage under section 6 would 
be automatic for all employees or for those who 
elected to participate under section 5. This should 
be clarified. 

In our opinion a more important provision of 
section 6 deals with the vesting of authority in the 
Civil Service Commission to select “one or more 
insuring companies” to provide group major medi- 
cal coverage. This provision, plus the assumption 
by the government of the entire cost of this cov- 
erage, are in our opinion the most objectionable 
features of the bill. 

Briefly, it is our position that there should be no 
distinction between sections 5 and 6 insofar as free 
choice of carrier and employee participation in the 
payment of premiums is concerned. We would 
favor a combined basic and major medical pro- 
gram with an opportunity for the employee to 
exercise a choice in the selection of the plan and a 
requirement that he pay a part of the premium. 
This, in our opinion, would result in improved 
health service under a more acceptable and more 
easily administered program. It would also elimi- 
nate any discrimination in favor of only one or two 
insurers providing major medical coverage. 

It is recognized that all plans providing basic 
benefits do not offer the supplemental or major 
medical coverage. In these instances the govern- 
ment could contract with other carriers to provide 
the additional major medical coverage for those 
persons selecting basic plans which do not in them- 
selves provide it. 

It is also possible that section 6 in referring to 
“insurance companies” may rule out Blue Cross and 
Blue Shield Plans from underwriting major medical 
coverage. The language should be amended. 

The provisions of section 6 (c) establishing a 
variable deductible based on annual salary is, in 
our opinion, a desirable feature of the bill and 
should be retained. It is noted that the section is 
silent as to how the deductible feature will be 
applied for retired employees and survivors. It 
would seem, also, that some provision should be 
included in this section to delineate the maximum 
major medical benefits payable. 

In section 5 (b) reference is made to “basic health 
benefits” in connection with cash indemnity plans. 
Since this terminology is omitted in describing the 
plans under section 5 (a), (c) and (d), it is not clear 
whether a distinction is intended. In our opinion 
the same or similar descriptive language in all four 
subsections would be preferable. 

Section 10.—This section deals with the division 
of premium costs between the government and the 
employee with respect to the basic plans covered 
by section 5. As stated above it is our belief that 
the employee should also share in the cost of the 
major medical coverage authorized under section 6. 

Section 11.—As stated earlier we believe that the 
program should include persons already retired and 
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those retiring after July 1, 1959, on a contributory 
basis. It is probable that if this type of provision is 
included in the bill this section would have to be 
amended to provide more specifically for pre-fund- 
ing and for a method of financing the benefits pay- 
able to persons who retired prior to July 1, 1959. 

Sections 12 and 16.—These sections provide the 
commission with certain regulatory authority. It is 
not clear, however, whether the establishment of a 
medical fee schedule is intended. It is our definite 
recommendation that fee schedules not be estab- 
lished by the commission. We suggest instead that 
consideration be given to incorporating either in 
the law or administrative regulations, authorization 
under the major medical program for payment of a 
stipulated percentage of the “usual and customary” 
charges, which language is contained in the major- 
ity of polices providing this type of coverage. 

Section 13.—It is not completely clear whether 
this section is intended to apply retroactivity to em- 
ployees who retired before July 1, 1959. Although 
we recognize that such authorization would repre- 
sent somewhat of a deviation from past precedents 
we believe that participation by these individuals 
on a voluntary and a contributory basis is desirable. 

It is recognized that inflationary trends have 
made it difficult for some of these individuals to 
purchase medical care and hospitalization, as well 
as other of the basic necessities of life. Their inclu- 
sion in this legislation would provide them with a 
contributory mechanism for the procurement of 
health benefits. 

In conclusion and on behalf of the American 
Medical Association, I would like to express our 
appreciation for the opportunity to present our 
views on S. 94, 86th Congress. If the Committee is 
desirous of additional comment or information, 
please feel free to call on us. 

Sincerely yours, 
/s/ F. J. L. Blasingame, M.D. 
Executive Vice-president 


STATEMENT TO HOUSE OF 
REPRESENTATIVES ON H. R. 5944 


April 29, 1959 
The Honorable Brent Spence 
House of Representatives 
Washington 25, D. C. 


Dear Congressman Spence: 


The American Medical Association was requested 
to comment on H. R. 5944, the “Community Fa- 
cilities Act” introduced by you. 

As you know, this bill is concerned with the im- 
provement and construction of community health 
facilities, especially water purification and sewage 
treatment and disposal plants, hospitals, and nurs- 
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ing homes. It proposes establishment of new fed- 
eral lending authority to assist local communities 
to finance such facilities. 

The American Medical Association has taken no 
official action on this bill and therefore this state- 
ment is based on past actions and established 
policy. In line with our continuing effort to bring 
about better health to the nation, we agree that 
an effort to improve, expand, and establish needed 
health facilities is commendable. 

The American Medical Association recognizes 
that community programs to protect the public 
health depend to an important degree on the avail- 
ability of pure, uncontaminated water, and on the 
disposal of human and industrial waste products. 
Although most large cities and towns probably now 
conduct sanitation programs embodying these two 
essential services, there remain a significant num- 
ber that need new or improved plants and facilities. 

Hospitals and nursing homes likewise constitute 
essential elements in a community health program. 
The A. M. A. has demonstrated its continuing in- 
terest in both types of facility by supporting, since 
its inception, the Hill-Burton Act, and by endorsing 
that portion of the housing bill that provides for 
government guaranteed mortgage loans for pro- 
prietary nursing homes. The financing problems of 
the nation’s hospitals in terms of construction, reno- 
vation, and repair are a continuing challenge. The 
A. M. A. strongly supports a rapid expansion of 
nursing homes, both proprietary and nonprofit. 

The A. M. A. recognizes the hospitals’ need for 
funds to finance plant and equipment for the train- 
ing of many paramedical groups, especially nurses, 
and the housing of interns and residents. 

Traditionally the A. M. A. has urged local financ- 
ing of local programs. The A. M. A. is aware that 
some communities refuse to support a level of 
public expenditures sufficient to meet minimum 
needs. 

When situations have arisen that seemed to de- 
mand federal financial participation, we have sup- 
ported grant-in-aid programs administered by the 
Public Health Service or government guaranteed 
loans of the FHA type. 

Yours sincerely, 
F. J. L. Blasingame, M.D. 
Executive Vice-president 


TELECASTS FROM ATLANTIC CITY 


Television viewers in New York City, Washing- 
ton, D. C., and Boston will see special programs 
from the American Medical Association’s Annual 
Meeting next week. The half-hour telecasts will be 
part of the A. M. A.’s Bulletin of the Air series which 
will originate live over Philadelphia’s WFIL-TV at 
5:30 p. m. Monday through Thursday. Videotape 
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recordings of the Bulletin of the Air will be seen 
in New York Wednesday and Thursday, June 10 and 
11, at 10 p. m. over WOR-TV; in Washington, D. C., 
Thursday and Friday, June 11 and 12, at 11 p. m. 
over WTTG-TV, and in Boston Thursday and Fri- 
day, June 11 and 12, at 7:30 p. m. over WBZ-TV. 
The programs are presented by Merck Sharp & 
Dohme in cooperation with the American Medical 
Association. 


NEW A. M. A. PUBLICATIONS 


A New A. M. A. leaflet entitled “As Others See 
Us,” published by the Joint Committee on Health 
Problems in Education of the National Education 
Association, was written primarily for teen-agers. 
This illustrated, easy-to-read leaflet will prove valu- 
able to doctors, educators, ministers, parents, and 
youth counselors for the insight it provides into the 
problems of adolescence. The cost of a single copy 
is 25 cents; quantity discounts are available. 

“Old King Cold” is a shirtpocket-sized pamphlet 
containing suggestions that can help employees 
avoid the common cold, hasten recovery, and pre- 
vent complications. The cost of a single copy is 15 
cents; quantity discounts are available. 

These publications may be purchased from the 
Order Department, American Medical Association, 
535 N. Dearborn St., Chicago 10. 


PAMPHLET ON SCHOOL HEALTH SERVICES 


A revised edition of the pamphlet “Responsibili- 
ties of State Departments of Education and Health 
for School Health Services” published by the Coun- 
cil of Chief State School Officers and the Associa- 
tion of State and Territorial Health Officers has just 
been made available. This brochure first published 
in 1951 has been a very useful document for physi- 
cians serving the schools, school administrators, and 
public health officials. 

The new edition, prepared with the aid of con- 
sultants representing both medicine and education, 
brings up to date the recommendations of the earlier 
edition. The brochure is available at 35 cents per 
copy from the Council of Chief State School Officers, 
1201 16th St. N. W., Washington 6, D. C. 


YOUR MAIL ADVERTISING ADDRESS 


When you change your address in your official 
medical records at the A. M. A., the same address 
change will be reported to the advertising list users 
who send you direct mail advertising material. If 
you would like to change the address at which 
you are receiving advertising promotion material, 
please notify the A. M. A. immediately. 
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HEALTH INSURANCE FOR THE AGED 


J. F. Follmann Jr., B.S., New York 


Today seven principal methods are being used 
by insurance companies to provide protection for 
the aged against the costs of medical care.’ These 
methods have largely come into being in the past 
few years. These methods are (1) continuation of 
insurance on older active workers under group 
insurance plans; (2) continuation of group insur- 
ance on workers who retire and their dependents, 
generally with part or all of the premium paid by 
the employer; (3) continuation on an individual 
policy basis of coverage originally provided by 
group insurance, this being accomplished by con- 
version of the group coverage on termination of 
employment or membership in the insured group; 
(4) new issuance of group insurance on such groups 
of older people as associations of retired persons or 
employees, retired teachers and civil servants, and 
golden age clubs; (5) continuation into the later 
years of individual insurance purchased at the 
younger ages, including lifetime guaranteed re- 
newable coverage; (6) new issuance of individual 
insurance at advanced ages; and (7) issuance of 
insurance that becomes paid up at age 65, thus 
enabling the policyholder to pay for his protection 
during his productive years. 

Other types of health insurers use certain of 
these approaches and are making valuable contri- 
butions to the extension of health insurance pro- 
tection to aged people. Several recent studies bear 
witness to both the relative recentness as well as the 
effectiveness of these developments. 

A survey conducted by the Health Insurance 
Association of America, in 1957,? indicated that 
among 160 group insurance plans underwritten by 
eight insurance companies, which write about two- 
thirds of all group health insurance in the United 
States, 48% of the plans provided for continuation 
of coverage after retirement for both employees 
and their dependents in 1956. In 1952, only 24% of 
these 160 plans had the continuation of coverage 
provision in the policy. Thus, in four years the 
proportion of these group cases providing for con- 
tinuation of coverage at retirement had doubled. 

In New York State, between 1951 and 1956, ac- 
cording to a statement by the superintendent of 
insurance, the number of master policies providing 
such coverage in retirement had increased four- 
fold.* A survey conducted by the New York State 
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Insurance Department, in 1957,‘ among all insur- 
ance companies licensed to do business in that state, 
showed that 63% of all group plans providing for 
continuation of coverage after retirement had the 
provision included in the policy during or subse- 
quent to 1954. A more recent survey of 92 group 
insurance plans conducted by the United States 
Bureau of Labor Statistics in early 1958 ° indicates 
that 68% of the plans in early 1958 provided bene- 
fits for retired workers as compared with 54% in 
late 1954. In all but three of these plans, the study 
further indicates, the employer pays all or a large 
portion of the premium. 

This recent trend toward providing continuation 
of coverage at retirement through the group mech- 
anism will not only have a marked affect on persons 
reaching retirement age in the future but will also 
make its presence known on a more immediate 
basis. An informal survey of five of the leading 
group insurance writers reveals that about half of 
the employers who are currently installing retire- 
ment benefits on presently active workers also pro- 
vide the coverage to former employees already 
retired. A relatively few years ago, most hospital 
expense insurance policies sold to individuals term- 
inated at age 65. Currently, at least 29 large in- 
surance companies offer policies which are guaran- 
teed renewable for lifetime, and this number should 
multiply significantly in the near future. 


Number of Aged Covered 


The most recent nationwide over-all estimate of 
the number of persons in the United States 65 years 
of age and older having some form of voluntary 
health insurance coverage was made in March, 
1957, by the National Opinion Research Center— 
the estimate being 39% of all noninstitutionalized 
persons aged 65 and over.’ It should be noted, 
however, that the United States Department of 
Health, Education, and Welfare estimates that 43% 
of Old-Age and Survivors Insurance (OASI) bene- 
ficiaries had some form of voluntary health in- 
surance in the fall of 1957.” This study further 
showed that while, on the average, 43% of all 
OASI beneficiaries had some form of health insur- 
ance, the percentage was highest in the 65-to-69- 
year age group (49.5%). It was also generally higher 
among female beneficiaries (45.1% for all aged 65 
and over), and among those beneficiaries, in turn, 
it was higher for single females (49.8% for all aged 
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65 and over). It is noteworthy that of all OASI 
single female beneficiaries aged 65 to 69, 57.9% 
were protected by some form of voluntary health 
insurance; 31.7% of single female beneficiaries 
aged 80 and over had some form of voluntary 
health insurance. 

However, any estimate of the number of covered 
aged in relation to either the total number of 
noninstitutionalized persons aged 65 or over in the 
population or to the total number of OASI bene- 
ficiaries produces an inaccurate conclusion with 
respect to the role being played by voluntary health 
insurance, since it employs a noncomparable, and 
hence invalid, denominator. This is so because there 
is a sizable percentage of the aged in either of 
these groupings who do not need or want, or who 


1946 
Per Cent of Population Covered 
30 
15 
5 
All Ages 65-69 70 and Over 
1956 
Per Cent of Population Covered 
69 
48 
30 
All Ages 65+69 70 and Over 


Comparison of number of persons with hospital expense 
protection through voluntary health insurance in 1946 and 
1956. Source of data is Extent of Voluntary Health Insurance 
in the United States, Research and Statistics Note no. 13, Di- 
vision of Program Research, Social Security Administration 
Health Administration Council. 


might consider that they do not need, health in- 
surance protection. Their total has never been esti- 
mated with any precision. However, it is known 
that 18% of the aged are public welfare recipients 
under the federally aided public assistance pro- 
grams and, as such, eligible to receive health care.* 

In addition, there is the unknown number of 
aged who, for various other reasons, do not need, 
want, or believe in (for religious or other reasons ) 
health insurance coverage. These include those who 
receive care from the Veterans Administration, the 
Medicare program, the Indian Health program, or 
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local public or private agencies; those who receive 
care as being totally and permanently disabled, or 
as being members of the armed forces, seamen, 
members of religious orders, or as professional 
courtesy; and those who have sufficient income, ac- 
cumulated assets, or family resources to feel no need 
for insurance protection. 

That these factors are real considerations in the 
minds of people is borne out in a 1957 public 
opinion study in Michigan which revealed that 
15% of the people not covered by a prepayment 
mechanism “don’t think we need it.” Another 17.6% 
“haven't got around to taking it out”; 13.9% “never 
gave it a thought”; and 3.2% “don’t know.” Still an- 
other 7% said they “don’t believe in insurance”; 
2.1% “get free treatment”; and 2.1% are “covered by 
veterans’ benefits.” Hence, of the people in Michi- 
gan not covered, 60.9% appear either to feel they 
do not need insurance or do not choose to purchase 
it. More pertinently, these factors are borne out by 
a Health Information Foundation study in 1957 ° 
which shows that less than 3% of aged persons in- 
terviewed had tried to buy health insurance and 
been turned down. More than one-fourth of the 
uninsured aged had never thought of getting such 
insurance, while twice as many said they didn’t 
want it. 

Since 2,700,000 of the aged are public welfare 
recipients, it would seem a conservative estimate 
that, of the 15 million persons aged 65 and over, 3 
to 5 million do not need or want voluntary health 
insurance protection. Hence, with a mean of 4 mil- 
lion, a more proper denominator in any evaluation 
of the present extent of voluntary health insurance 
would be 11 million persons instead of 15 million. 
With this denominator, the adjusted estimate of 
the percentage of aged persons who need and want 
some health insurance protection, and who pres- 
ently have such protection, would therefore be at 
least 51% as of March, 1957. As has been shown, 
the percentage for OASI beneficiaries would be 
higher. 


Factors Aftecting Growth of Coverage 


In any consideration of the present degree of 
coverage of the aged, it is important to recognize 
that delayed reaction in the recent growth of cover- 
age among the population under age 65 and not yet 
retired is inherent and that, therefore, the per- 
centage of the aged covered in the future can safely 
be expected to increase. The voluntary health in- 
surance movement is a development largely of the 
post-World War II period. At the beginning of 
1947, for example, 30% of the population are esti- 
mated to have had some voluntary health insurance 
protection. A decade later this proportion had more 
than doubled to an estimated 70%."° 

Today, 74% of the population under age 65 have 
some voluntary health insurance coverage. It would 
appear self-evident that the growth of coverage 
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among persons under age 65 would bear some direct 
relationship to the number of the aged who will 
eventually be covered as those now under age 65 
move into retirement. This is recognized in a recent 
study” of OASI beneficiaries made by the U. S. 
Department of Health, Education, and Welfare 
when, commenting on the generally higher rate of 
health insurance coverage among females, the study 
states that females were on the average younger 
than male beneficiaries and “as a result, relatively 
more were closer to the age when health insurance 
could have been attained.” 

This hypothesis, furthermore, is graphically dem- 
onstrated by a chart (see figure) based on a com- 
parison of 1946 and 1956 data. From this chart it 
can readily be noted that the percentage of all 
the persons over age 70 having some form of vol- 
untary health insurance in 1956 was exactly the 
same as the percentage of the entire population at 
all ages which was covered in 1946. 


Some Recent Developments 


That insurance companies have been aware of 
the necessity for further accelerating these develop- 
ments and for moving with resolve has been exem- 
plified by a development of marked importance 
during the past year. In December, 1957, the board 
of directors of the Health Insurance Association of 
America, representing 265 insurance companies 
writing health insurance, appointed a special com- 
mittee to give thorough consideration to the entire 
subject of the continuation of coverage. That com- 
mittee, after eight months of study, made its 
recommendations to the board of directors on Oct. 
28, 1958. On Dec. 8, 1958, at a special meeting of 
the association, these recommendations were ap- 
proved by the association with only one dissenting 
note. 

The recommendations are the following: 1. In- 
surers should minimize refusal to renew health in- 
surance contracts solely because of deterioration 
of health after issuance. 2. Insurers should promptly 
make available to insurable adults policies which 
are guaranteed renewable for life. 3. Insurers should 
encourage the sale of permanent health care in- 
surance where the need exists. 4. Insurers not now 
doing so should promptly offer individual and 
family hospital, surgical, and medical care cover- 
ages to persons now over age 65. 5. It is essential 
that adequate voluntary health insurance be avail- 
able to broad classes of physically impaired people. 
6. Insurers should develop and aggressively pro- 
mote soundly financed group basis coverages that 
will continue after retirement. 7. Insurers should 
encourage the inclusion in group contracts the right 
to convert to an individual contract on termination 
of employment. 

An important factor which will affect the cover- 
age of the aged in future years is the increasing 
public awareness of the value of voluntary health 
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insurance protection. Today the mechanism, the 
facility, by which the future aged might have 
health insurance protection is available. This is a 
fact too often overlooked. 

However, insurance on a voluntary basis must 
be purchased as a matter of free choice by indi- 
viduals on their own behalf or by employers, unions, 
or other types of organizations. The data to which 
previous reference has been made indicates that 
this is being done to an increasing degree. None- 
theless the degree of rapidity by which this will 
come about ‘s directly affected by the degree to 
which individuals, labor unions, or employers make 
their choices in relation to the available dollars and 
their other economic wants. 

From the standpoint of the individual who is not 
protected as a member of a group, choice must be 
made between health insurance and the many ap- 
pealing, often highly advertised and installment 
purchased, consumer goods and services. With re- 
spect to the employer, health insurance has to com- 
pete not only with all the costs of production, in- 
cluding wages, but with other types of fringe 
benefits desired or demanded by employees. Em- 


Potential Rate of Increase of Voluntary Health Insurance 
of the Aged 


% Covered Who 


Growth in Need and Want 
End of Year % Covered Protection 
4.0 
5.0 65 
>10.0 >0 


ployers in America have accepted their responsi- 
bility to their employees on an_ increasingly 
generous scale, to the extent where, today, fringe 
benefits average some 20% of payroll.’’ The em- 
ployer is also faced with the problem of the extent 
to which his productive employees are willing to 
share in the provision of benefits to the retired 
employees. Since he has to compete with other 
employers in an open labor market for his em- 
ployees, this becomes an important factor. In mak- 
ing his choice the employer, in turn, is often 
governed by the contracts arrived at through col- 
lective bargaining. 

Therefore, as individuals, labor unions, and em- 
ployers become increasingly cognizant of the im- 
portance of health insurance protection in the later 
years, and since the voluntary mechanism by which 
this protection might be provided now exists, it is 
reasonable to expect that the coverage of persons 
over age 65 in future years will increase more rapid- 
ly than has been so in the past. 


Forecast for the Future 


Since the number of aged owning voluntary 
health insurance has increased an average of 3% 
each year between 1952 and 1957, the following in- 
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creases in this coverage, even without further de- 
velopment or progress, might be expected—51% in 
1957, 54% in 1958, 57% in 1959, 60% in 1960, 63% 
in 1961, 75% in 1965, 90% in 1970, and over 90% in 
1975. For OASI beneficiaries the figures would be 
larger, since they commence with a greater per- 
centage covered and since the rate of growth 
among these persons has been greater (3%%). 

However, when reasonable allowance is made for 
the delayed reaction inherent in the recent growth 
of coverage of the population under age 65, for 
the increasing public awareness of the value of 
voluntary health insurance protection, and for the 
very recent developments being brought about by 
all types of insurers and plans in an endeavor to 
make voluntary health insurance available to all 
present and future retired persons who need and 
want such protection, it would follow that the 
potential rate of increase would exceed this base 
line and that the excess itself would increase for 
several years. Therefore, a conservative estimate 
of the potential of voluntary health insurance in 
assisting persons 65 years of age and older to meet 
the costs of hospital and medical care should, all 
other things being equal, approximate that shown 
in the table. 
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HEALTH-WELFARE PARTNERSHIP 
David E. Price, Washington, D. C. 


For the health professions, homemaker services 
offer a quick lift in an overburdened time. We, in 
public health, are concerned with the general well- 
being of people, the healthy tone of family life, as 
well as the specific physical health of individuals; 
and so we are particularly involved in the needs of 
the chronically ill. Their long-term illnesses trap 
whole families, affecting the well in addition to the 
sick, threatening established ways of life, draining 
finances, wearing out affection. 


The Homemaker 


We are keenly interested in homemaker services 
because we know that the homemaker can do much 
to mitigate these effects. The physician is trained 
to serve the sick individual, but a homemaker is 
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Read befere the National Conference on Homemaker Services, Edge- 
water Beach Hotel, Chicago, Feb. 10, 1959. 


trained to serve the entire family. She cannot re- 
place a physician—but by the same token, a physi- 
cian cannot replace her. For many families, she 
brings new hope. 

The mutual interest of the health and welfare 
professions in extending homemaker services af- 
fords a good illustration of how closely health 
change and social change bind us in inextricable 
partnership. The longer life span—a health gain— 
has given us an older population with consequent 
increase in chronic ills. These long-term disabilities 
in turn bring economic and emotional problems 
which can lead to more physical illness. Smaller 
families, working wives, and the change to an 
urban, apartment civilization—a social change— 
often give us no one to care for the bedridden and 
homebound. And so it goes, round and round— 
health-welfare, welfare-health. In the middle stands 
the homemaker, a personification of our partner- 


ship. 
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The aid she can give—in the freeing of nurses for 

more urgent professional concerns and the release 
of hospital and nursing home beds and facilities 
—is of practical value and great importance. 

But, over and above this, it is the freeing of a 
patient’s mind from fears of forced absence from 
family or confinement in an institution and the 
assistance given to families in bearing burdens of 
care beyond their strength which are of greatest 
national therapeutic good. 

Although there are not enough homemakers to- 
day, there is no shortage in the reserve from which 
they can be drawn. There are thousands of mature 
women—warm, stable, inielligent—who can be re- 
cruited and trained; who will be eager to be 
trained; and for whom such employment will also 
be an answer. 

Nor is there any long-term training period neces- 
sary. The preparation should be thorough, but it is 
not the year after year, costly education needed for 
doctor or nurse. Homemakers already know how to 
“make a home” from having made their own, how 
to tend children from tending theirs, how to be 
thoughtful and friendly, because they themselves 
have been lonely on occasion. 

Agency training courses for homemakers vary 
widely in length, scope, and adequacy. In general, 
they seek to teach any special skills the homemaker 
may need. We hope that increasingly such training 
will include simple bedside home care, nutrition, 
infant care, and assistance in rehabilitation pro- 
cedures. To encourage this trend, the Public Health 
Service has prepared a fact sheet dealing with 
specialized problems in home care of the chroni- 
cally ill, which may have guide-line value for agen- 
cies developing homemaker training programs. In 
addition, with assistance from the American Medi- 
cal Association and other groups, we have prepared 
a booklet, “Strike Back at Stroke.” It is designed 
for doctors to use in training homemakers and 
other lay persons who can assist patients in the 
exercises necessary for rehabilitation after stroke. 


Homemaker Services 


State-Sponsored Services.—The need for health 
emphasis in homemaker training is highlighted 
in a study’ made by the Public Health Service in 
preparation for this conference. This study reveals 
that 93% of the families receiving homemaker serv- 
ices during the study week in 1958 either had a 
sick member or members of the family in the home 
or needed a homemaker because of the absence of 
a member of the family who was hospitalized. 

A number of state health departments are show- 
ing courage and enterprise in devising new pro- 
grams. New Jersey has made a notable record 
in just this sort of pioneering with its community 
homemaker services. We in the Public Health Serv- 
ice wish more would do the same sort of thing. 
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In the fall of 1950, a homemaker service specifi- 
cally designed to meet the needs of long-term 
patients was started in Essex County, New Jersey. 
It stimulated great interest throughout the state, 
and in 1952 when the Prevention of Chronic Illness 
Act became law in New Jersey, it contained a pro- 
vision requiring the state department of health 
to “plan for . . . adequate visiting nurse and house- 
keeping aid services by appropriate public or pri- 
vate agencies throughout the State to the end that 
the nursing and medical care being furnished the 
chronic sick in their own homes shall be improved 
in every manner possible.” 

A State Consultant Committee on Community 
Homemaker Service was established to carry out 
this requirement through a cooperative program 
with community groups and the department of 
health. The Medical Society of New Jersey and its 
county societies gave endorsement and support. 

Now, five years later, there are 11 autonomous 
voluntary community homemaker services in New 
Jersey—three of them established during the year 
just passed. They make community homemaker 
service available to one-half of the state, geographi- 
cally, and serve more than half the population. 
Activities of planning committees in the state fore- 
shadow the establishment of several more services 
this year. 

The state health department carries all training 
costs through financial assistance to the extension 
division of Rutgers, the state university. Five hun- 
dred seventy-five homemakers have been trained— 
a figure equaling one-third of the national total of 
all homemakers reported in voluntary and public 
homemaker programs last year. 

In the report * of this statewide program, there 
are words of real import,® unusual in an official 
document—“joy,” “delight,” “satisfaction,” and “thrill- 
ing”’—words which illumine the enthusiasm, enter- 
prise, and teamwork that have made the New Jer- 
sey program not only possible but outstandingly 
successful. The part being played in the National 
Conference on Homemaker Services by the Ameri- 
can Medical Association gives promise that other 
state medical societies may follow the New Jersey 
example. 

Voluntary Services.—Representatives of national 
health organizations, co-sponsoring this confer- 
ence have worked hard—in preconference study 
groups and planning committees—to make this a 
truly forward-looking, stimulating call for action. 
They are not all agreed on definition of terms, 
procedures, potentials, or guidelines. And that is 
fine, because too early and easy an agreement can 
deaden initiative and imagination. They are all 
agreed, however, that there must be definitions, 
procedures, and guidelines—though not necessarily 
any single method or procedure. The homemaker 
program is one that has developed in a variety of 
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ways. And that is good, because it is a program of, 
and for, human beings whose greatest claim to 
humanity is divergence. The homemaker program 
can continue to develop in various ways and under 
various auspices. 

Each of the national voluntary agencies has con- 
tributed much to the present development of home- 
maker services. Some have helped by providing 
training, some by organizing new services, and 
some by financing community programs. For exam- 
ple, the National Foundation has, of course, long 
maintained a home attendant program for thou- 
sands of poliomyelitis patients—differing in many 
ways from the usual homemaker services organized 
on a community basis, but rich in experience. It 
also purchases homemaker service from a number 
of programs. 

The American Heart Association carries on an 
extensive national program of training in work sim- 
plification for homebound cardiac patients. Its local 
chapters participate in homemaker programs in 
many ways. In St. Mary's County, Md., for example, 
the association has given financial assistance to 
expand services, paying housekeeping aides in 
homes for patients with cardiac disease when there 
are no other available funds. In Chicago the local 
association gave funds to the Cook County Hospital 
for a home case demonstration program, including 
homemaker services. 

In at least 21 of the American Cancer Society's 
60 divisions, there is already some type of activity 
involving homemaker service—usually referred to 
as housekeeping assistance. They train and super- 
vise housekeeping volunteers of their own and also 
contribute to the financial support of other agencies 
for their homemaking programs. 

The National Tuberculosis Association is deeply 
interested in homemaker services, since a majority 
of tuberculous patients within the 25-to-45-year 
range are women—many of them responsible for 
families. The association is aware—as we are in the 
Public Health Service—that at the present time 
many existing homemaker programs utilize criteria 
which are restrictive in meeting the needs of long- 
term patients. It hopes to be able to promote 
greater understanding of the importance of devel- 
oping long-term services. Several homemaker pro- 
grams receive substantial grants for the care of 
tuberculous patients from the NTA. 

The National Health Council has told us that it 
is looking forward to a new health career category 
coming out of this conference, and so it urges upon 
us the necessity of developing a clear definition of 
homemaker services and programs. Here you see 
an invaluable marshaling of interest and aid, a vast 
reservoir of assistance. There is need for truly in- 
grained teamwork at this national level in order to 
pave the way for cooperation at all levels. Of 
course, most important of all is the local level. 
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Community-Sponsored Services.—In a cooperative 
venture in New York City, homemaker services 
were developed as a natural extension of hospital 
services.* This is the work of the Jewish Family 
Service which serves Manhattan, the Bronx, and 
Brooklyn. It provides homemaker services to its own 
clients on the usual family casework plan, but in 
addition it makes homemakers available to three 
hospitals—Beth Israel, Hillside, and Mount Sinai; to 
the Altro Health and Rehabilitation Service; and to 
the home-care project of the Central Bureau for the 
Jewish Aged. It employs, trains, and pays these 
homemakers and then turns them over to the hos- 
pitals’ medical-social workers to supervise in a 
medically focused program. 

Often homemaker service plays an essential part 
in carrying out the goals of comprehensive medical 
treatment and care for the family until the patient 
reaches normal or optimum functioning. But if a 
family has to apply to one agency for homemaker 
services, in order to carry out another agency's 
medical care treatment, a bottleneck in the pro- 
vision of services can result. 

Realization of the waste involved for patient, 
family, caseworker, and administrative staff in this 
duplication led to the establishment of the present 
integrated program in New York. It has been 
achieved with no increase in cost and provides 
more satisfactory service. Hospitals in other com- 
munities might well consider the feasibility of sim- 
ilar arrangements, particularly in connection with 
their home-care programs. 

In Detroit; Omaha; Syracuse, N. Y.; and New 
Canaan, Conn., visiting nurse associations provide 
another type of medically supervised homekeeping. 
Faced with inadequate community resources, the 
Visiting Nurse Association in Detroit, for example, 
established its own homemaker service in 1955, 
employing 30 home aides.’ It has a daily census of 
1,000 patients with chronic or long-term conditions 
from whom to select candidates for home aide 
service. Obviously it needs more aides. A count 
taken on a single day last year showed 325 patients 
between the ages of 75 and 95. Only eight had 
received home aide service that day. 

The strength of the program is the teamwork of 
the family, the professional nurse, the home aide, 
and the fact that the resources of the agency are 
available to the aides. Three years’ experience have 
convinced the professional staff that this service 
has increased the usefulness of the visiting nurse 
and is a vital part of any home-care program. 


Conclusions 


These then are some of the hopeful ways home- 
maker services have been developing in health- 
related settings. I wish there were more of them. 
I hope there soon will be. They are not, of course, 
a panacea, but I can really see no end in sight to 
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the needs for homemaker services or the gratitude 
they can earn from families and the health and 
welfare professions. 

But there are so few homemakers. In 1957, 14,000 
families were served by them—only 14,000 out of 
the estimated 43 million families in the United 
States.” Today, 153 agencies report homemaker 
service programs, but how many homemakers does 
this mean? Some programs have only one or two! 
Last year, there were only some 1,800 listed in the 
whole country. Report after report coming in to us 
in preconference material read, “We can serve only 
one-third of our applicants,” “We are not meeting 
the real needs of the community,” “We have to turn 
down 60% of our applicants.” 

Why? With everyone in favor? Because no one is 
opposed, do we sit back and think these services 
will come into being simply, easily, of their own 
accord? They won't. It takes at least a year of 
planning, negotiating, and arranging to establish a 
new homemaker service—and this after preliminary 
years of basic preparation. 

We, in health and social fields, see the people 
who need these services as individuals, and we 
know how great is their need. We would not sign 
the commitment papers that separate an old cou- 
ple, because we know it could easily be a death 
warrant. We would not be responsible for taking 
the child away from the widower father, because 
we see not only the end of a family but the intensi- 
fication of tragedy for the child. We are automati- 
cally in favor of homemaker service that can pre- 
vent separation, because we know. 

But for too many other people these things 
happen out of sight and without their knowledge. 
It is not enough for us to see them, we must make 
others see also, not in statistics or as caseloads or 
diagnoses, but in human terms. We must make 
people see the need and see the hope. 

Let us stop thinking it will be easy, and let us 
work hard. Let us stop congratulating ourselves 
that it will be a cinch to recruit homemakers; let us 
start recruiting them. As Kingsley says, “Let us do 
lovely things all day long—not dream them.” For 
the gifts of hope and dignity and surcease are lovely 
things indeed—things with glory about them. 

We must be flexible. We must be inventive. We 
must be realistic. It will cost money; and yet we 
can point out that costs of homemaker services 
would have to go for other, less satisfactory serv- 
ices, if the homemakers did not exist. For example, 
Colorado reports 69 children cared for in their own 
homes by 13 homemakers during one month at a 
cost of $1,400." Had they been placed in foster 
homes, the minimum boarding cost would have 
amounted to $4,100. Moreover, establishment of 
homemaker services requires no financial outlay 
for buildings, grounds, and maintenance. 
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A vital question to be considered at this confer- 
ence concerns the financial status of the family 
served. Even the well-to-do may not know where 
to go or, indeed, have anywhere to go to find the 
kind of help needed in a family emergency. There 
is a great deal of difference between trying to hire 
a maid, hoping desperately that she will stay in 
spite of difficulties and health emergency in the 
family, and in welcoming a trained person coming 
into the home because of these very difficulties and 
disruptions. The homemaker is guaranteed in ad- 
vance, backed by a reliable community agency of 
fine reputation, with casework and counseling avail- 
able if needed. Homemaker service therefore 
should not be restricted to any economic group. 
Of course, if the family can pay for the service, it 
should. 

To be of use to us in the health field, particu- 
larly with the handicapped and chronically ill, 
there should be no restrictive time limit placed on 
length of continuing service. It is long-term care 
that can offer so much in health gain and restora- 
tion of self-sufficiency to a patient suffering from 
the handicapping results of stroke, heart disease, 
tuberculosis, poliomyelitis, severe diabetes, or acci- 
dent. If the long hours between visits of doctors, 
nurses, and physical therapists are wasted, the pa- 
tient wastes also, in a sort of twilight, vegetative 
existence. 

But if there can be someone present to prompt 
and encourage during part of these hours, the time 
becomes a time of practice and achievement which 
can return the patient truly to life. This kind of 
priceless companionship is being given by home- 
makers today and could be given in many more 
homes. 

As chief of a bureau which works directly with 
the states, I have noted a growing trend in health 
departments toward a research approach to public 
health practice. We are encouraging this in every 
way possible. At the state and local level they are 
seeking fresh ways of meeting health needs, trying 
to fit methods to people rather than forcing people 
into rigid patterns of established procedure. In 
such a search, homemaker services should prove of 
interest to many. 

The surgeon general has asked me to express his 
deep personal interest and to assure you that the 
Public Health Service will give all possible assist- 
ance to the advancement of homemaker programs. 
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CALIFORNIA 

Dr. Lederberg Gives Nobel Lecture.—Joshua Leder- 
berg, Ph.D., head, department of genetics, Stanford 
University School of Medicine, co-winner of the 
1958 Nobel Prize for Medicine, delivered his Nobel 
Prize Lecture in Stockholm May 29 on “Genetic Re- 
combination.” Dr. Lederberg will give other lectures 
in Scandinavia and elsewhere while abroad, and 
will visit former colleagues in laboratories at Copen- 
hagen, Milan, Paris, and London. 


Dr. Kaplan Named Cancer Award Recipient.—Dr. 
Henry S. Kaplan was named the recipient of the 
second annual award “for meritorious investigation 
by a scientist under the age of 45, in the field of 
cancer,” awarded by the Ann Langer Cancer Re- 
search Foundation of Chicago. Over $115,000 has 
been contributed by the foundation to the Uni- 
versity of Chicago, Michael Reese Hospital, and 
Mount Sinai Hospital in Chicago and Hebrew Uni- 
versity in Israel for cancer research work. The 
award is supported by the family of the late Bertha 
Goldblatt Teplitz for whom the award is named. 
Dr. Kaplan, professor of radiology, Stanford Uni- 
versity Medical School, received the award “for his 
significant contributions to the field of both basic 
and clinical cancer research.” He has been the 
director, Biophysics Laboratory, Stanford Uni- 
versity, since 1958. 


Campaign Against Accidental Poisoning.—Members 
of the Alameda—Contra Costa Medical Association 
Child Welfare Committee have started a campaign 
aimed at reducing the number of child poisoning 
cases in the San Leandro—Hayward area. The asso- 
ciation is distributing 50,000 notices to parents of 
school children which point out that in the South 
County area there are 35 child-poison cases per 
10,000 residents as compared with 16 per 10,000 
in the remaining Alameda—Contra Costa communi- 
ties. The two-year child-injury survey (1957-1958) 
of the association has indicated that each week 54 
children are taken to East Bay hospitals because 
they swallowed a poison product. The survey 
showed that the 2-year-old child is most often in- 
volved in accidental poisoning, and medicines, 
especially aspirin, are most frequently ingested. 
Petroleum products—paints, kerosene and thinners 
—are the second most common cause of child poison- 


Physicians are invited to send to this department items of news of 
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ing, with insecticides and fertilizers the third most 
frequent poison ingested. In 1958, there were 2,303 
cases of child poisoning seen in the 23 East Bay 
hospitals participating in the study. The association’s 
program has been joined by the Bureau of Ma- 
ternal and Child Health of the State Department 
of Public Health, which has begun a three-year 
study on epidemiology of childhood injuries. 


FLORIDA 

Dermatologist Receives Award.—Dr. J. G. Smith Jr., 
assistant professor of dermatology, University of 
Miami School of Medicine, Coral Gables, received 
the annual award of the American Dermatologic 
Association at the association’s annual meeting in 
Atlantic City “for his studies on “The Aged Human 
Sebaceous Gland.” Dr. Smith’s studies show that 
lowering of sebum excretion in the aged female 
with resulting aging of the skin, is related to the 
decrease in size and function of the sebaceous gland 
in women after the menopause. No such change 
occurs in the aging male. 


ILLINOIS 

Chicago 

Plans for New Hospital and School Buildings.— 
Mercy Hospital and Loyola University’s Stritch 
School of Medicine disclosed future plans of the two 
institutions. Mercy will build a new hospital near its 
present location at 26th and Prairie Avenue; Loyola 
is studying various proposals for a new medical 
school building to replace its present structure in the 
West Side Medical Center. Mercy Hospital, the main 
teaching hospital for the Stritch School of Medicine, 
was founded in 1851. The two institutions jointly 
operate an out-patient clinic at Mercy providing 
more than 60,000 patient visits annually. Depart- 
ment chairmen at the school have also headed the 
hospital departments. In 1954, Mercy and Loyola 
expressed interest in constructing a teaching hos- 
pital and medical school near Skokie. The decision 
of Mercy Hospital to continue to serve the south 
side “presents Loyola with an opportunity to study 
various proposals for a new medical school building 
and teaching hospital.” Meanwhile the present affili- 
ation arrangements will continue. A 19-man faculty 
committee has been appointed to study proposals. 
Dr. John J. Madden, chairman of neurology, and 
Dr. James J. Callahan, chairman of bone and joint 
surgery, will lead the group in gathering proposals 
for a new medical school building from alumni and 
faculty. 


i % 
i 
ver 
= 
4 
; 
4 
ong 
4 
4 
4 
~ 


Vol. 170, No. 6 


MASSACHUSETTS 

State Medical Election.—Dr. Lawrence R. Dame, 
of Greenfield, was named president of the Massa- 
chusetts Medical Society, succeeding Dr. Charles 
C. Lund, of Brookline. Other officers elected include 
Drs. Carl Bearse, Cambridge, president-elect; John 
C. Corrigan, Fall River, vice-president; Robert W. 
Buck, Waban, secretary; Eliot Hubbard Jr., Cam- 
bridge, treasurer; Norman A. Welch, West Rox- 
bury, assistant treasurer; and Max Ritvo, Brookline, 
orator. 


Dr. McKittrick Honored.—Dr. Leland S$. McKittrick, 
professor of clinical surgery, Harvard University 
School of Medicine, Boston, received the first 
alumni citation to a University of Wisconsin medi- 
cal graduate for “distinction in medicine” at the 
Medical School’s Alumni Day banquet, May 15. 
In 1950-51, Dr. McKittrick was president of the 
Massachusetts Medical Society, and from 1951-58 
he was a member of the board of regents of the 
American College of Surgeons. He is chairman of 
the Council on Medical Education and Hospitals, 
A. M. A. 


MICHIGAN 

Hospital Lecture.—Dr. Richard H. Lyons, professor 
of medicine, State University of New York Upstate 
Medical College at Syracuse, and former medical 
director of Wayne County General Hospital, will 
address the medical staff and the medical alumni of 
Wayne County General Hospital in the Gruber 
Auditorium, Eloise, on Wednesday, June 17, 4:30 
p. m., on “The Role of the Modern Hospital in Med- 
ical Education.” The lecture will be followed by the 
annual dinner of the medical staff at the Hawthorne 
Valley Country Club. 


MINNESOTA 

British Lecturer.—Dr. Roderic A. Gregory, professor 
of physiology in the University of Liverpool, Eng- 
land, gave a lecture on “Physiological Mechanisms 
of Gastric Secretion” at the Mayo Foundation, Ro- 
chester, April 23. 


Dr. Love Named President of Cushing Society.—Dr. 
J. Grafton Love, head, section of neurologic surgery, 
Mayo Clinic, Rochester, was elected president of 
the Harvey Cushing Society at the annual meeting 
in New Orleans, and Dr. Hendrik J. Svien, a mem- 
ber of the section, was elected secretary of the 
society for a three-year term. Dr. Love will take 
office in 1961. Dr. Svien previously had been 
treasurer of the organization. The Harvey Cushing 
Society has about 700 members, and reportedly is 
the largest neurosurgical group in the world. It was 
founded in 1931 and was named in honor of Dr. 
Harvey Cushing, American neurosurgeon. The ob- 
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jectives of the society are to promote the study and 
advancement of neurologic surgery and allied sub- 
jects related to organic neurology. 


NEW HAMPSHIRE 

Annual Research Conferences.—The 1959 Gordon 
Research Conferences will be held June 15-Sept. 4 
at Colby Junior College, New London; New Hamp- 
ton School, New Hampton; and Kimball Union 
Academy, Meriden. The conferences were estab- 
lished “to stimulate research in universities, research 
foundations, and industrial laboratories.” They con- 
sist of an informal type of meeting and discussion 
groups. Meetings are held in the morning and in 
the evening, Monday through Friday, with the 
exception of Friday evening. The primary purpose 
of the program is “to bring experts up to date on 
latest developments, to analyze the significance of 
these developments, and to provoke suggestions 
concerning the underlying theories and methods of 
approach for making new progress.” Attendance is 
by application and advanced registration is re- 
quired, with a deposit of $15. Fee for attendance 
is $100. For information write Mr. W. George Parks, 
Director, Gordon Research Conferences, University 
of Rhode Island, Kingston, R. I. 


NEW YORK 

New York City 

British Lecturer.—Dr. Kenneth S. Smith, editor-in- 
chief of the British Heart Journal and president of 
the Life Assurance Medical Society of Great Britain, 
was guest lecturer at the State University of New 
York Downstate Medical Center in Brooklyn, May 
15. Dr. Smith spoke on “Heart Disease and Life As- 
surance as Related to the New Outlook in Coronary 
and Hypertensive Disease.” 


University News.—Dr. Karl Harpuder, attending 
physician in charge of physical medicine and re- 
habilitation at Montefiore Hospital in the Bronx, 
formerly of Munich, Germany, was the second 
Louis J. Horowitz visiting professor in the depart- 
ment of physical medicine and rehabilitation, New 
York University-Bellevue Medical Center. The 
Louis J. Horowitz visiting professorship was created 
to honor the late Mr. Horowitz, one of the original 
founders of the Medical Center’s Institute of Physi- 
cal Medicine and Rehabilitation. He contributed 
and bequeathed about 12 million dollars to the in- 
stitute since its opening in 1948.——Bernard L. Oser, 
Ph.D., president and director, Food and Drug Re- 
search Laboratoriees, Inc., was appointed a lecturer 
on the faculty of Columbia University in the Insti- 
tute of Nutrition Sciences, School of Public Health 
and Administrative Medicine. Beginning with the 
spring semester in February, he will give a course 
of lectures to graduate students on food regulation 
and safety evaluation. 
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Fellowship in Medical Neoplasia.—Memorial Center 
for Cancer and Allied Diseases, training center affil- 
iated with Cornell University Medical College spe- 
cializing in cancer and allied diseases, announced 
the offer of special fellowships for study to a limited 
number of graduate physicians. The purpose and 
scope of the program is to offer physicians trained 
in internal medicine the opportunities available at 
Memorial Center. Activities of the fellow include 
(1) study of a problem under supervision, to be 
carried out under the aegis of the lymphoma 
service of the department of medicine; (2) attend- 
ance at a weekly service teaching conference, and 
medical grand rounds; (3) assignment to surgical 
clinics and conferences; (4) the integrated study of 
the hematology and pathology of cancer; (5) ob- 
servation of the role of the medical consultant to 
patients undergoing radical surgery for cancer; and 
(6) opportunity to study the management of pa- 
tients with lymphomas, leukemias, and allied dis- 
eases. Candidates must be graduates of recognized 
A. M. A. approved medical schools, must have com- 
pleted or be in process of completing two years of 
postgraduate training in internal medicine, and 
must be “of the highest integrity and moral charac- 
ter” and have an expressed interest, both academic 
and clinical, in the study of malignant neoplastic 
diseases. The salary stipend is $6,000 a year without 
maintenance. Appointment is for one year normally 
beginning July first, renewable for one or two years. 
Applicants should apply in writing to Dr. Henry D. 
Diamond, Chief, Lymphoma Service, Department 
of Medicine, Memorial Center for Cancer and Allied 
Diseases, 444 E. 68th St., New York 21. 


NORTH CAROLINA 

Hospital Blood Bank Licensed.—For the first time, 
a hospital blood bank in North Carolina has been 
licensed by the Division of Biologics Standards of 
the National Institutes of Health of the U.S. Public 
Health Service. The blood bank is that of N. C. 
Memorial Hospital at the University of North Caro- 
lina, Chapel Hill. This accreditation allows N. C. 
Memorial Hospital to ship blood outside of the 
state. The blood bank is closely connected with the 
basic science program of the UNC School of Medi- 
cine. The hospital blood bank is directed by Dr. 
Robert D. Langdell and Dr. Warner L. Wells, 
faculty members of the School of Medicine. 


Study on Choice of Specialties.—The School of 
Public Health of the University of North Carolina, 
Chapel Hill, is collecting data from a_ national 
sample of physicians in various specialties. The 
purpose of the study is to identify factors motivat- 
ing physicians in their selection of particular fields 
ot practice. Data have already been collected from 
more than 2,600 medical students in a national 
sample of 10 medical schools. This will be corre- 
lated with the information collected from physicians 
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to try to bring out factors operating at various 
stages of their careers to cause physicians to choose 
a specialty or general practice. Of particular inter- 
est are those specialties in which there is a shortage 
of physicians such as pathology, public health, and 
psychiatry. The study now in its third year is 
expected to last two more years and is supported by 
a grant from the National Institutes of Health. 


Conference of Thai Medical Educators.—The Bow- 
man Gray School of Medicine of Wake Forest Col- 
lege, Winston-Salem, will be host for a three-day 
conference of all Thai medical educators currently 
in the United States, beginning on Tuesday, June 9. 
This workshop in medical education is being jointly 
sponsored by the China Medical Board of New 
York, Inc., and the International Cooperation Ad- 
ministration. Dr. Robert W. Prichard, associate 
professor of pathology, is local chairman for the 
conference. The meeting is planned and organized 
primarily for faculty members of two existing Thai 
medical schools studying American medical educa- 
tion methods. Topics to be discussed will include 
“The Aims and Objectives of Medical Education,” 
“The Structure and Functions of a Medical School,” 
“The Teacher and the Curriculum,” “The Medical 
Student,” and “The Challenge of a New Medical 
School.” The China Medical Board of New York, 
Inc., will be represented by Dr. Harold Loucks, di- 
rector, and Dr. Oliver R. McCoy, associate director. 
The International Cooperation Administration rep- 
resentative will be Dr. E. Harold Hinman, former 
dean, University of Puerto Rico School of Medicine, 
San Juan, now chief, Health Resources Staff, Public 
Health Division. Other participants are: Dr. George 
T. Harrell Jr., dean, University of Florida College 
of Medicine; Dr. Howard A. Kline, chief, Educa- 
tion and Training Branch, Division of International 
Health, U. S. Public Health Service; Dr. Robert A. 
Moore, president, State University of New York 
Downstate Medical Center; and Mr. Daniel D. 
Swinney, training officer, Education and Training 
Branch, Division of International Health, U. S. 
Public Health Service. 


PENNSYLVANIA 

Philadelphia 

Dr. Alpers Honored.—Dr. Bernard J. Alpers, head, 
department of neurology, Jefferson Medical Col- 
lege, was honored May 15, when an oil portrait of 
him donated by the senior class was accepted for 
permanent exhibition. A past-president of the 
American Neurological Association, he is author of 
“Clinical Neurology.” 


Dr. Fay Named College President.—Marion S. Fay, 
Ph.D., has been named president of the Woman’s 
Medical College of Pennsylvania, effective May 1. 
Dr. Fay joined the faculty of the Woman’s Medical 
College in 1935 as professor of physiological chem- 
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istry. In 1943, she became acting dean and in 1946 
was named dean of the college. She will continue 
the duties of dean. 


Student Wins Essay Competition.—At the annual 
meeting of the New Jersey Chapter of the American 
College of Chest Physicians, Mr. Garret M. Keating, 
a senior medical student from Hahnemann Medical 
College was awarded first prize for the “best essay 
on chest diseases.” Competition included senior 
medical students from New Jersey in any medical 
school in this country and abroad. His article was 
“A Review of Injuries to the Thorax: Their Classi- 
fication and Early Management.” 


Residency in Pediatric Pathology.—The department 
of pathologic anatomy of The Children’s Hospital 
of Philadelphia announced that preparations were 
made to offer a year of residency training in pedi- 
atric pathologic anatomy to residents in general 
pathology completing their second year of formal 
training in pathologic anatomy. The year of train- 
ing is approved by the American Board of Pa- 
thology toward eligibility for examination by that 
board. It is anticipated that appointments will be 
made to begin, generally, about July 1 of each year. 
Interested physicians should make application to 
Dr. William C. Yakovac, Director of Pathology, 
The Children’s Hospital of Philadelphia, 1740 
Bainbridge St., Philadelphia 46. 


SOUTH CAROLINA 

Dr. Lynch Honored.—The Alumni Association of 
the Medical College of South Carolina honored Dr. 
Kenneth Lynch, president of the college May 13 
at Columbia during the state medical meeting. Dr. 
Lynch has practiced medicine for a half century. 
Dr. Keitt H. Smith is president of the Alumni As- 
sociation. 


TENNESSEE 

State Medical Election.—The following officers of 
the Tennessee State Medical Association were 
elected April 14 to serve until April 10, 1960: Dr. 
Harmon L. Monroe, Erwin, president; Dr. Ralph 
O. Rychener, Memphis, president-elect; Dr. Ru- 
dolph H. Kampmeier, Nashville, secretary-editor; 
and Mr. J. E. Ballentine, 112 Louise Ave., Nashville 
5, Tenn., executive director. 


GENERAL 

Change of Address.—The Joint Commission on Ac- 
creditation of Hospitals has announced that effec- 
tive May 8, the offices of the commission will be 
moved from 660 N. Rush St., Chicago 11, to 200 E. 
Ohio St., Chicago 11. 


Pediatric Meeting in Sun Valley.—The Intermoun- 
tain Pediatric Society will hold its annual meeting 
at Sun Valley, Idaho, June 26-28. The program will 
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be presented by the following speakers: Drs. Rob- 
ert H. Alway, San Francisco; Marion E. Lahey, 
Cincinnati; Ralph V. Platou, New Orleans; and 
Josef Warkany, Cincinnati. Sessions will be held 
daily from 8:00 a. m. until noon; round-table lunch- 
eons from noon uatil 1:30 p. m. The meeting is 
open to all physicians. For information write to the 
Intermountain Pediatric Society, 2000 S. 9th E., 
Salt Lake City, Utah. 


Proctologists Convene in Atlantic City—The 58th 
annual meeting of the American Proctologic So- 
ciety will be held June 15-17 at the Shelburne Hotel, 
Atlantic City, N. J. Dr. Karl Zimmerman, Pitts- 
burgh, will present the presidential address at the 
opening session. Six panel discussions and 12 post- 
graduate discussion groups are planned. Two sym- 
posiums are planned with the following titles and 
moderators: “The Future of the Practice of Medi- 
cine,” Dr. Con Amore V. Burt, New York City, and 
“Ano-Rectal Surgery,” Dr. Patrick H. Hanley, New 
Orleans. A program of exhibits and scientific mo- 
tion pictures is arranged. The banquet is planned 
for June 17, 7 p. m. For information write Dr. Nor- 
man D. Nigro, 10 Peterboro, Detroit 1, Secretary. 


Meeting on Biological Psychiatry.—The 14th annual 
convention of the Society of Biological Psychiatry 
will be held June 12-14 at the Claridge Hotel, 
Atlantic City, N. J., under the presidency of Dr. 
Joseph Wortis, Brooklyn. Three round-table lunch- 
eons are planned: “Toxic Theories of Schizophre- 
nia,” “Methodological Problems in Neuropharma- 
cological Research,” and “The Significance of 
Gamma-amino Butyric Acid (GABA) in the Brain.” 
Thirty papers are scheduled for presentation, in- 
cluding “Further Studies on the Use of the Nucleic 
Acids (Ribonucleic Acid) in the Treatment of Im- 
pairment of the Retention Phase of Memory in 
Aged Individuals,” by Dr. D. Ewen Cameron, 
Montreal, Canada, and “The Reflex Mechanisms of 
Habituation,” by Dr. Eugene Sokolov, University 
of Moscow, U. S. S. R. A motion-picture program 
is planned. The annual banquet will be held June 
14, 8 p. m. For information write Dr. George N. 
Thompson, 2010 Wilshire Blvd., Los Angeles 57, 
Secretary-Treasurer. 


Library Association Meeting.—The Medical Library 
Association will hold its annual meeting June 15-19 
at the King Edward Sheraton Hotel, Toronto, Can- 
ada. The story of the discovery of insulin by Drs. 
Banting and Best will be recreated by Dr. William 
R. Feasby, professor of the history of medicine, 
University of Toronto. Dr. James K. W. Ferguson, 
director of the Connaught Medical Research Lab- 
oratories, will discuss “Medical Research in Can- 
ada.” Other speakers include Dr. R. lan Macdonald 
and Dr. Stuart D. Gordon who will speak on 
“Canadian Milestones in Clinical Medicine and 
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Surgery.” Dr. William Boyd will give the banquet 
address entitled “On Words.” Meetings will in- 
clude a talk by Mr. Scott Adams on activities of 
the office of science information services and panel 
discussions on cooperative control of library re- 
sources and the medical editor, author, and librarian 
as a team. The conference will be preceded on 
Saturday, June 13, by refresher courses on medical 
library practice. 


Prevalence of Poliomyelitis—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases occurred in the United States, 
its territories and possessions in the weeks ended as 
indicated. 

May 9, 1959 


10 
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South Atlantic States 
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Mountain States 
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Ground-Breaking for Library of Medicine.—Ground- 
breaking ceremonies for the National Library of 
Medicine will be held at the National Institutes of 
Health, Bethesda, Md., June 12, 2:30 p. m. Dr. 
Champ Lyons, chairman, National Library Medical 
Board of Regents, will preside. Secretary of the 
Department of Health, Education, and Welfare 
Arthur S. Flemming, will give an address, and 
Senator Lister Hill, of Alabama, will turn over the 
first spade of earth. The library was founded in 
1836 by Joseph Lovell, surgeon-general of the 
United States Army, as the Library of the Surgeon- 
General's Office. It was developed as a national 
resource under John Shaw Billings, librarian from 
1865 to 1895. In 1922 it was designated the Army 
Medical Library and in 1952 was renamed Armed 
Forces Medical Library. In 1956, by terms of Public 
Law 941, 84th Congress, the library was transferred 
to the Public Health Service, Department of Health, 
Education, and Welfare, as the National Library of 
Medicine. It will be completed in 1961, the 125th 
anniversary of its founding. 


Health Institute in Providence.—On June 17-18 the 
25th New England Health Institute will be held at 
Providence College, Providence, R. I. Presiding at 
the opening general session will be Dr. Jeremiah 
A. Dailey, director, Rhode Island Department of 
Health. Following luncheon, June 17, five groups 
wi! be formed developing topics as follows: 
Maternal-Infant Health—“Preface to Life” and “Exploring 
the Baby’s World.” 
Child Health—“Search Begins for Lost ‘Normal’ Child.” 
Adult Health—“Meeting the Challenge of Maturity.” 
Laboratory Section—“Fluorescent Antibody Techniques.” 
Environmental Sanitation Section—“Control of Additives 
Used in the Food Industry” and “Anticipated Problems in 
the Milk Industry.” 
At the banquet June 17 Prof. William M. Stewart, 
of Northeastern University, Boston, will speak on 
“Your Only Problem is People.” The closing session 
will be presided over by Dr. Stanley H. Osborn, 
commissioner of health, Connecticut State Depart- 
ment of Health. A panel, “Making the Most of What 
We Have,” is planned. Dr. Albert L. Chapman, 
assistant surgeon general, U. S. Public Health Serv- 
ice, will speak on “Springboard for the Future.” 
Registration fee is $3. 


Study in Population Trends.—Better to understand 
the birth rate, reportedly the most unpredictable 
component in population growth, scientists at Miami 
University, Oxford, Ohio, plan a second national 
study to compare actual childbearing experience 
with wives’ expectations five years earlier, and to 
assess any changes in wives’ plans and attitudes. A 
Rockefeller Foundation grant of $219,000 to the 
university will help support the research at the 
Scripps Foundation for Research in Population 
Problems over a four-year period. In the first na- 
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tional survey, made in 1955, information was sought 
of a group of married women of childbearing age 
concerning the number of children they expected 
to have and the factors influencing their decisions 
on family size. The survey data revealed that family 
limitation was almost universally approved by 
younger couples of the white population; that 
physical defects played only a small part in average 
family size and national population growth; and 
that the majority of wives wanted families of from 
two to four children. 


Awards for Medical Writing.—The Editors of Mod- 

ern Medical Monographs announced the 1959 

competition for unpublished manuscripts on clinical 

subjects in the field of internal medicine. The pur- 
pose of the awards, known as the Modern Medical 

Monographs Awards, is “to stimulate young physi- 

cians to communicate their work in the classical 

form of the monograph and to achieve high stand- 
ards of medical writing.” The first prize will be $500. 

In addition, the authors of manuscripts found suit- 

able will be offered a contract for publication under 

standard royalty arrangements. The entries will be 
judged for style and clarity of expression by a com- 
mittee of the American Medical Writers’ Association 
and for clinical interest and scientific value by the 

Editors and Advisory Board of Modern Medical 

Monographs. The following rules apply: 

1. The author must be a graduate physician, less than 40 
years of age. 

2. Manuscripts (including illustrations, if any) should be 
submitted in duplicate (original and one copy) by regis- 
tered mail, postmarked no later than Oct. 1, to Dr. 
Richard H. Orr, 33 E. 68th St., New York 21. 

. The manuscript, including the bibliography, must consist 
of not less than 130, or more than 200, double-spaced 
typewritten pages with one-inch margins, and not more 
than 30 illustrations. 

. Dr. Morris Fishbein’s book, “Medical Writing” (third 
edition), should be followed in preparation of the manu- 
script, use of abbreviations, and bibliographical form. 


Orthopedic Convention in Lake Placid.—On June 
15-18 the American Orthopaedic Association will 
hold its 72nd annual session at the Lake Placid 
Club, Lake Placid, N. Y. Guest of honor will be 
Dr. Wilfried F. H. M. Mommaerts, professor of 
medicine and professor of physiology, University of 

California, Los Angeles, who will present “Funda- 

mental Aspects of Muscle Function.” The presiden- 

tial address will be given by Dr. C. Leslie Mitchell, 

Detroit. The following papers include the invited 

authors: 

Effects Produced in the Cartilagenous Epiphyseal Plate of 
Immature Dogs by Experimental Traumata, Drs. Craw- 
ford J. Campbell, Andres Grisclia, and George Zanconato, 
Albany, N. Y. 

An Evaluation of Epiphyseodesis and Treatment of Leg 
Length Discrepancy, Drs. Philip D. Wilson, T. Campbell 
Thompson, and Lee Ramsay Straub, New York City, and 
Philip A. Granieri, Boston. 
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The Effects of Continuous Compression of Articular Carti- 
lage, Dr. R. B. Salter, Toronto, Ontario, Canada. 

Fibrous Dysplasia: A Twenty-Five Year Study with Follow- 
Up, Drs. William H. Harris, Patricia H. Benedict, H. 
Robert Dudley Jr., and Roy Barry, Boston. 

Electromyographic Study of Transplanted Muscles About 
the Knee in Poliomyelitic Patients, Drs. David H. Suther- 
land, Frederic C. Bost (deceased), and Edwin R. Schott- 
staedt, San Francisco. 

The Anatomy of Congenital Talipes Equinovarus (with Ten 
Dissected Specimens), Dr. George W. Settle, Baltimore. 

Correlation of the Myelogram to Clinical and Operative 
Findings in Lumbar Disc Lesions, Drs, Edward Lansche 
and Lee T. Ford, St. Louis. 

The Role of Soft Tissues in Osteogenesis (An Experimental 
Study of Canine Spine Fusions), Drs. Frank E. Stinch- 
field, Lloyd A. Hurley, and C. Andrew L. Bassett, New 
York City. 

Discussions will follow each presentation. A pro- 

gram of movies is planned, and entertainment in- 

cludes the golf tournament and the annual banquet, 


June 17. 


LATIN AMERICA 

Colombia Ratifies WHO Constitution.—The Pan 
American Sanitary Bureau announced that the 
Republic of Colombia ratified the constitution of the 
World Health Organization, thereby paving the 
way for that nation’s membership in WHO. Co- 
lombia was the only State in the hemisphere which 
had not ratified the WHO constitution since its 
drafting in 1946 at the International Health Con- 
ference in New York. While Colombia has been 
a member of the Pan American Health Organi- 
zation since PAHO’s beginnings in 1902, the na- 
tion’s active participation in WHO will facilitate 
international measures necessary to protect the 
peoples of the Americas from disease. 


FOREIGN 

Convention of Chest Physicians in Israel.—The 
Israel Association of Chest Physicians is organiz- 
ing a Convention on Epidemiological Problems of 
Tuberculosis to take place in Jerusalem, Israel, 
Sept. 22-23, after the 15th International Tubercu- 
losis Conference in Istanbul. Participants from 
Europe, the United States, and Asia will read 
papers. Papers on the experience of Israel with the 
absorption of immigrants from 70 different coun- 
tries will also be read. Organized tours of the Holy 
Land will be included. Applications for registration 
for attendance should be sent to the Israel Asso- 
ciation of Chest Physicians, P. O. Box 8123, Jaffo, 
Israel. 


Hematology Society Meets in London.—The seventh 
congress of the European Society of Haematology 
will be held Sept. 7-12 in London under the presi- 
dency of Dr. John F. Wilkinson. The principal 
subjects of the congress will be anemia, leukemia, 
disorders of coagulation and their treatment, prob- 
lems of bone marrow transplantation, hemoglobino- 
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pathies, new hematological techniques, and_ the 
detection and significance of weakly reacting blood 
group antibodies. The official languages are Eng- 
lish, French, and German, and simultaneous inter- 
pretation will be arranged by the principal lectures. 
Scientific films and demonstrations are planned, and 
the social program will include receptions and a 
ladies’ program. The congress banquet will be held 
Sept. 10. For information write Dr. E. Neumark, 
Department of Pathology, St. Mary’s Hospital, Lon- 
don, W. 2, England. 


CORRECTION 

Study of Postgraduate Courses.—In the report of 
the Council on Medical Education and Hospitals 
(May 9, pages 206-219) several paragraphs were 
printed out of their proper sequence. The material 
beginning with the subhead “The Threshold Fac- 
tor” on page 214 and ending with the last full para- 
graph on page 217 which concludes with the words 
“deny this assumption” should have just preceded 
the summary. 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF ANESTHESIOLOGY: Written, Various lo- 
cations, July 8, 1960. Final date for filing application is 
January 8. Sec., Dr. Forrest E. Leffingwell, 217 Farmington 
Ave., Hartford 5, Conn. 

AMERICAN Boarp or DenmMaroLocy: Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. The final 
date for filing all applications is July 1, 1959. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 

AMERICAN Boarp OF INTERNAL MEDICINE: 1959 Schedule— 
Written, Oct. 19. Final date for filing application was May 
1. Oral. For candidates on the West Coast, Portland, Ore., 
Sept. 9-12. Final date for filing application was March 1. 
Oral. For candidates on the East Coast, Nov. 6-7, 9-10. 
Final date for filing application was March 1. Sec.-Treas., 
Dr. William A. Werrell, One West Main St., Madison 3, 
Wis. 

AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Donald D. Matson, 300 Longwood Ave., Boston, Mass. 


AMERICAN BoarD OF OBSTETRICS AND GyNECOLOGy: Appli- 
cations for certificates, new and reopened, Part I, and 
requests for re-examination Part II are now being ac- 
cepted. All candidates are urged to make such application 
at the earliest possible date. Deadline date for receipt of 
applications is August 1, 1959. No applications can be 
accepted after that date. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6, Ohio. 


AMERICAN Boarp OF OpHTHALMOLOGY: Oral. Philadelphia, 
June 2-6; St. Louis, Oct. 6-10. Written. January 1960 in 
various cities. Applications for the 1960 written examina- 
tion must be filed before July 1. Sec., Dr. Merrill J. King, 
Box 236, Cape Cottage Branch, Portland, Maine. 
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AMERICAN BoarD OF ORTHOPAEDIC SuRGERY: Part II, Chi- 
cago. Jan. 19-21, 1960. The deadline for the receipt of ap- 
plication is Aug. 15, 1959. Sec., Dr. Sam W. Banks, 116 
South Michigan Ave., Chicago 3. 


AMERICAN BoarD OF OTOLARYNGOLOGY: Oral, Chicago, Oct. 
5-9. Final date for filing application was April 1. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 


AMERICAN Boarp oF PaTHoLocy: New Orleans, Nov. 12-14. 
Final date for filing application is October 1. Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, 
1100 W. Michigan St., Indianapolis 7. 

AMERICAN BoarD OF PATHOLOGY: Examination in Forensic 
Pathology. New Orleans, Nov. 13. Final date for filing 
application is October 1. Sec., Dr. Edward B. Smith, In- 
diana University Medical Center, 1100 W. Michigan St., 
Indianapolis 7. 

AMERICAN Boarp oF Pepiatrics: Written. January 1960. 
Exec. Sec., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 


AMERICAN BoOarD OF PHysICAL MEDICINE AND REHABILITA- 
TION: Written, Part I, and Oral, Part II, Philadelphia, 
June 12-13. Final date for filing application was February 
15. Sec., Dr. Earl C. Elkins, 200 First St., S. W., Roches- 
ter, Minn. 


AMERICAN Boarp oF Piastic SurncERY: Oral and Written. 
Miami, Fla., Oct. 15-17. Final date for submitting case 
reports is July 1. Corresponding Secretary, Miss Estelle 
E. Hillerich, 4647 Pershing Ave., St. Louis 8, Mo. 


AMERICAN Boarp OF ProcroLocy: Oral and Written. Phila- 
delphia, September. Final date for filing application was 
March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 


AMERICAN BoarD OF PsycHIATRY AND NEuROLOGy: Chicago, 
Oct. 19-20; New York, Dec. 14-15; San Francisco, Mar. 
14-15, 1960. Training credit for full time psychiatric and/or 
neurologic assignment in unapproved military programs or 
services between the dates of Jan. 1, 1950 and Jan. 1, 1954 
was terminated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 
102-110 Second Ave. S. W., Rochester, Minn. 


AMERICAN Boarp OF RapioLocy: Examination. Washington, 
Dec. 6-9. Deadline for filing application is July 1. Candi- 
dates examined in Diagnostic Roentgenology may expect 
to be examined in Physics. A Special Examination in Nu- 
clear Medicine (for diplomates in Radiology or Therapeu- 
tic Radiology) was not given in June 1959. Candidates 
desiring this examination will be accommodated at the 
meeting of the Board in Washington, D. C. on December 
5. Deadline for filing application is August 1. Sec., Dr. H. 
Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 


AMERICAN Boarp OF SuRGERY: Written examinations (Part 
I) will be held on December 2, 1959 at various centers to 
be announced later, Candidates are urged to apply several 
months before completion of training requirements al- 
though the closing date for filing applications is August 1. 
Those completing training requirements after September 
30 cannot be considered for the Part I examination in 
December of the same year. Sec., Dr. John B. Flick, 1617 
Pennsylvania Blvd., Philadelphia 3. 

Boarp oF THorAcic SurGERY: Written. Various centers 
throughout the country, September 1959. Final date for 
filing application is July 1. Oral. September. Final date 
for filing application is July 1. Sec., Dr. William M. 
Tuttle, 1151 Taylor Ave., Detroit 2, Mich. 


AMERICAN Boarp or Uro.ocy: Written. Approximately 25 
cities throughout the country, December 4, 1959. Oral- 
Clinical and Examination in Pathology. Chicago, February 

1960. Final date for filing application is Sept. 1, 1959. 

Sec., Dr. William Niles Wishard, 30 Westwood Rd., Min- 

neapolis 26, Minn. 
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GOVERNMENT SERVICES 


AIR FORCE 


Foreign Generals Visit School.—Major Gen. O. K. 
Niess, the U. S. A. F. surgeon general, and 25 top 
foreign Air Force surgeons visited the Air Force 
School of Aviation Medicine at Randolph Air Force 
Base on April 30. The group made a general orien- 
tation tour of selected .U. S. government medical 
service research, clinical, and training facilities. 
The visiting group included the surgeons general 
or their representatives from Argentina, Brazil, 
Canada, Cuba, Chile, Iran, Japan, Mexico, Para- 
guay, Republic of Korea, Sweden, Switzerland, 
Taiwan, Thailand, the Philippines, West Germany, 
and Venezuela. 


ARMY 


Personal.—Major Gen. James P. Cooney, M.C., has 
been assigned to Europe as chief surgeon, Head- 
quarters, U. S. Army, Europe, after four years as 
deputy surgeon general. 


Personal.—Col. Harlan H. Taylor, M. C., retired 
from the Army on March 30 and is now chief 


surgeon on the passenger liner, President Polk. 


NAVY 


Personal.—_Rear Adm. Lamont Pugh, a former sur- 
geon general of the Navy, has written his auto- 
biography which is entitled, “Navy Surgeon.” It is 
published by J. B. Lippincott Company, of Phila- 
delphia and New York. 


VETERANS ADMINISTRATION 


Decennial Celebration.—The Veterans Administra- 
tion Hospital, Houston, Texas, celebrated the decen- 
nial of its affiliated operations with Baylor Univer- 
sity College of Medicine on April 15. The Adminis- 
trator of Veterans Affairs, the Hon. Sumner G. 
Whittier, participated. At a staff dinner, honoring 
Dr. L. D. Cady, the manager, the Dean’s Commit- 
tee surprised Dr. Cady with an award of merit. 


PUBLIC HEALTH SERVICE 


Fellowships in Basic Science.—In March, five-year 
fellowships were awarded to 28 scientists, all of 
whom have doctoral degrees in medicine, dentistry, 
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or a health-related science. The fellowship program 
is administered by the Division of General Medical 
Sciences of the National Institutes of Health. The 
awards are designed principally for promising 
young scientists sponsored by university preclinical 
departments in the period between the completion 
of their postdoctoral research training and their 
eligibility for permanent higher academic appoint- 
ments. Under special circumstances, senior scientists 
may be awarded these fellowships to supply needed 
strength in preclinical science departments. The 
program was started in 1956 with the award of 44 
fellowships. The Public Health Service expects to 
award 40 to 50 new fellowships annually until 
about 250 have been given. The March awards 
mark the beginning of the fourth calendar year, 
with a total of 174 awards made thus far. 

The new recipients receiving fellowships are 
listed in the following table. 


State Recipient Department Institution 


Alabama Quigley, 
Mervyn B. 


University of 
Alabama 
( Dentistry ) 
University of 
Colorado 


Yale University 


Anatomy 


Colorado Cooper, 
William G. 
Con- Powell, 
necticut Wilson F. 
Florida Schaechter, Microbi- 
Moselio ology 


Physiology 


Anatomy 
Pathology 


University of 
Florida 
Emory 
University 
Emory 
University 
Northwestern 
University 
Northwestern 
University 


Nelson, 
Leonard 
Lyon, John B., Biochem- 
Jr. istry 
Nishimura, Pathology 
Edwin T. 
Combs, C. 
Murphy 
Geer, Jack C. 


Georgia 


Illinois 

Anatomy 

Louisiana State 
University 


Johns Hopkins 
University 


Louisiana Pathology 


Physiology 
& Chem- 
istry 

Pharma- Tufts 
University 

Harvard 
University 

Harvard 

Helen Ann University 
Jardetzky, Oleg Pharma- Harvard 
cology University 

New von Hippel, Dartmouth 
Hamp- Peter H. Medical 
shire School 

New York New York 
University 

Albert Einstein 
College of 
Medicine 

Cornell 
University 

University of 
Rochester 


Wadkins, 
Charles L. 


Maryland 


Massa- Shuster, Louis 
chusetts cology 
Majno, Guido Pathology 


Padykula, Anatomy 


Biophysics 


Altszuler, Pharma- 
Norman cology 

Lowy, Biochem- 
Bertram A. istry 


Swan, Roy C. Physiology 


Rogers, Physiology 


Terence A. 
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North Kirshner, Biochem- Duke 
Carolina Norman istry University 
Ohio Wisotzky, Joel Pathology Western 
Reserve 
University 
( Dentistry ) 
Green, Micro- Ohio State 
Gordon E. biology University 
( Dentistry ) 
Pennsyl- Zilliken, Biochem- University of 
vania Friedrich W. istry Pennsylvania 
Tennessee Grosvenor, Physiology University of 
Clark E. Tennessee 
Texas Critchlow, Anatomy Baylor 
V. Vaughn University 
Utah Eik-Nes, Biology, University of 


Chemistry Utah 
Biochem- University of 


Kristen B. D. 
Washing- Keller, 


ton Patricia J. istry Washington 
Wisconsin Way, James L. Pharma- University of 
cology Wisconsin 


Scientists Visit Russia.—Five American scientists, 
members of a biochemistry delegation, left this 
country in April for a four-week trip to the Soviet 
Union to participate in the United States—Russian 
exchange program. They were Dr. Herbert Carter, 
Head, Department of Chemistry, University of Ili- 
nois, Urbana, Illinois; Dr. Konrad E. Bloch, Pro- 
fessor of Biochemistry, Harvard University, Cam- 
bridge, Mass.; Dr. Arthur Kornberg, Professor of 
Microbiology, Washington University School of 
Medicine, St. Louis 10; Dr. Albert L. Lehninger, 
Professor and Chairman, Department of Physio- 
logical Chemistry, Johns Hopkins University, Bal- 
timore; and Dr. Bernard D. Davis, Professor of 
Bacteriology, Harvard Medical School, Boston. 


Personal.—Dr. Robert H. Felix, director of the Na- 
tional Institute of Mental Health, was chosen Presi- 
dent-elect of the American Psychiatric Association. 
He will assume the office of president in May, 1960. 
He served from 1949 to 1958 as chairman of the 
association’s budget committee and was its treas- 
urer in 1958. 


FOOD AND DRUG ADMINISTRATION 


Pure Food and Drug Violations.—Unfit foods re- 
moved from the market during March passed the 
1,000-ton mark with the seizure of 61 shipments 
totaling 1,015 tons. This included 65 tons of frozen 
eggs made up almost entirely of rotten eggs. Ro- 
dent pellet contamination resulted in 16 seizures 
of bulk wheat and flour, totaling 663 tons. Canned 
tomatoes, tomato juice, catsup, and tomato puree 
accounted for 162 of 174 tons of unfit vegetable 
products seized. Two other seizures stopped 4 tons 
of dried apples containing insect parts from use 
by a food processor and 37 tons of canned peaches 
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containing insect parts, fly eggs, and maggots from 
being served to personnel of the United States 
Army. Frozen spinach alleged to be adulterated 
with the pesticide DDT in an amount that may 
not safely remain in foods without harm to the 
consumer was seized. 

Of 13 drugs and devices seized, 5 were alleged 
to be misbranded by false and misleading claims. 
Four were vibrator-massage devices promoted with 
such claims as weight reduction and relief of ner- 
vous tension, cure-all promises, the prevention and 
cure of serious diseases, even paralysis and heart 
trouble, and assurance of total health protection 
and a new way of life. A heat lamp was claimed 
to benefit sufferers from asthma, arthritis, chest 
congestion, colds, and hay fever by surrounding 
them with more healthful air to breathe. A house- 
hold toilet bowl cleaner did not have the word 
“Poison” on its label as required by the Federal 
Caustic Poison Act to help prevent accidental poi- 
sonings in the home. Pseudoscience and supersti- 
tion were the ingredients for promoting a stain- 
less steel wristwatch band as a cure for sciatica, 
arthritis, bursitis, neuritis, sprains, dislocations, 
sinusitis, and inflammation. The two Minnesota 
agents claimed their bracelets contained a tiny 
generator for converting body heat into “therapeut- 
ic” energy. Valued at $3, the bands were being 
sold for $22.50. 

Investigations over several years revealed that 
Randolph Laboratories, a Division of Randolph 
Refining Company (a Massachusetts corporation ), 
was actually a one-man firm engaged in repackag- 
ing and relabeling multivitamin capsules bought 
in bulk. Sales and deliveries were conducted by 
mail to retail dealers. Packaging was carried on 
in the home basement of a former drug salesman 
in Wellesley, Mass. The firm shipped products 
falsely represented to have 2 to 10 times the 
amounts of vitamins they actually contained and 
priced to compete with brands put out by reliable 
firms. 

The accused admitted that he had set out de- 
liberately to misrepresent his products for profit 
because he was in dire financial straits. He said 
he had been advised this was a good way to make 
money because no one, including the Food and 
Drug Administration, checked vitamin products to 
make sure they contained what they were claimed 
to have. At sentencing, the judge interrupted ‘the 
defense plea that consumers had not been injured 
and said this misrepresentation was an obvious 
deliberate fraud on consumers and had certainly 
hurt their pocketbooks, if not their health. The 
court said that except for the defendant's age and 
poor state of health he would have been sent to 
prison. He was fined $1,500. 
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DEATHS 


Atkinson, Donald Taylor ® San Antonio, Texas; 
born in Shemogue, New Brunswick, Canada, May 
31, 1874; Hospital College of Medicine, Louisville, 
Ky., 1902; fellow of the International College of 
Surgeons, American College of Surgeons, and the 
Royal Academy of Medicine in Ireland; member 
of the American Academy of Ophthalmology and 
Otolaryngology, American Association for the Ad- 
vancement of Science, National Tuberculosis Asso- 
ciation, American Genetic Association, American 
Social Hygiene Association, National Society of 
Arts and Letters, National Association of Authors 
and Journalists, and the River Art Group; awarded 
a medal of merit from the University of Florence 
for his original researches, as well as a life member- 
ship in the National Surgical Society of Italy; asso- 
ciated with Nix Hospital, Santa Rosa Hospital, and 
Medical and Surgical Hospital; wrote numerous 
essays and books, including “Great Medical Inno- 
vations,” “Life Sketches of Great Physicians,” 
“Magic, Myth, and Medicine,” and others dealing 
with his special field of ophthalmology; author of 
“Texas Surgeon”; received a doctor of science de- 
gree from Center College in Danville, Ky., in 1944 
and doctor of laws, honoris causa, Huron (S. D.) 


College in 1945; died in Santa Rosa Hospital March 
20, aged 84. 


Ausmus, Carl Enlow ™ Jellico, Tenn.; University 
of Tennessee College of Medicine, Memphis, 1933; 
died in Clearwater, Fla., March 23, aged 49. 


Baker, Bertram Truman, Fort Lauderdale, Fla.; Al- 
bany (N. Y.) Medical College, 1912; at one time 
practiced in Troy, N. Y., where he was on the staff 
of the Leonard Hospital; died March 31, aged 73. 


Barash, David Harry ® New York City; Long Is- 
land College Hospital, Brooklyn, 1911; member of 
the American College of Cardiology; associated 
with the New York Polyclinic Medical School and 
Hospital; died in the Beekman—Downtown Hospi- 
tal March 19, aged 71. 


Bartlett, Mary E., Beloit, Wis.; the Hahnemann 
Medical College and Hospital, Chicago, 1899; on 
the staff of the Beloit Hospital; died March 11, aged 
89. 


Basinger, Adam P. ® Terrace Park, Ohio; Eclectic 
Medical Institute, Cincinnati, 1908; practiced in 
Pleasant Plain and Blanchester; died March 6, aged 
77. 


@ Indicates Member of the American Medical Association. 


Behrendt, Edmund Adelbert ® Bloomington, Il; 
Northwestern University Medical School, Chicago, 
1909; veteran of World War I; on the staff of St. 
Joseph’s Hospital, where he died March 8, aged 76. 


Beilby, George Everett ® Albany, N. Y.; Albany 
Medical College, 1899; fellow of the American Col- 
lege of Surgeons; served on the faculty of his alma 
mater; on the staff of the Albany Hospital; died in 
Pasadena, Calif., March 15, aged 83. 


Beisbarth, Carl Conrad ® St. Louis; St. Louis Uni- 
versity School of Medicine, 1926; specialist certi- 
fied by the American Board of Ophthalmology; 
member of the American Academy of Ophthalmol- 
ogy; assistant clinical professor of ophthalmology 
at Washington University School of Medicine; as- 
sociated with the Barnes, DePaul, St. Louis City, 
and McMillan hospitals; died March 13, aged 57. 


Bennett, Thomas Wade ® Captain, U. S. Navy, re- 
tired, La Jolla, Calif.; University of Nebraska Col- 
lege of Medicine, Omaha, 1925; fellow of the Ameri- 
can College of Physicians; member of the American 
Society of Clinical Pathologists; veteran of World 
Wars I and II; retired from the U. S. Navy Aug. 1, 
1953; died March 17, aged 60. 


Bergen, Frank Leslie ® Burlington, Colo.; Denver 
and Gross College of Medicine, 1908; died Feb. 25, 
aged 81. 


Bernard, Romeo Armand, Lewiston, Maine; Tufts 
College Medical School, Boston, 1926; on the staff 
of St. Mary’s General Hospital; died March 3, aged 
61. 


Blake, Thomas Wallace ® Seattle; Johns Hopkins 
University School of Medicine, Baltimore, 1927; 
specialist certified by the American Board of Radi- 
ology; certified by the National Board of Medical 
Examiners; member of the Radiological Society of 
North America; veteran of World War I; member 
of the staff of the Swedish Hospital, where he died 
March 28, aged 60. 


Blick, William, Crafton, Pa.; University of Pitts- 
burgh School of Medicine, 1910; died in St. Marga- 
ret Memorial Hospital, Pittsburgh, March 20, aged 
77. 

Bloomer, Joseph R. @ Rockville, Ind.; the Hahne- 
mann Medical College and Hospital, Chicago, 1907; 
member of the American Academy of General Prac- 
tice; died March 21, aged 77. 


Blumgart, Leonard ® New York City; Columbia 
University College of Physicians and Surgeons, New 
York City, 1903; veteran of World War I; past-presi- 
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dent of the New York Psychoanalytic Society; mem- 


ber of the American Psychoanalytic Association and 


the American Psychosomatic Society; from 1938 to 
1950 instructor at the New York Psychoanalytic In- 
stitute; served as an associate attending psychoan- 
alyst at the psychoanalytic clinic for training and 
research of Columbia University; formerly on the 
board of visitors of Westfield State Farm in Bedford 
Hills, N. Y.; died March 20, aged 78. 


Boyce, Lee ® San Marcos, Calif.; Jefferson Medical 
College of Philadelphia, 1903; veteran of the Span- 
ish-American War; formerly practiced in Philadel- 
phia; while in Los Angeles, was affiliated with the 
French Hospital and the Queen of Angels Hospital; 
died in San Diego March 12, aged 78. 


Brandenburg, Kenneth Charles ® Long Beach, 
Calif.; University of Illinois College of Medicine, 
Chicago, 1926; specialist certified by the American 
Board of Ophthalmology and the American Board 
of Otolaryngology; member of the American Acad- 
emy of Ophthalmology and Otolaryngology and 
the Association for Research in Ophthalmology; 
past-president and secretary of the Harbor Branch 
of the Los Angeles County Medical Association; 
served as a director of the Long Beach Tuberculosis 
and Health Association; a member of the staffs of 
Seaside, St. Mary’s, and Community hospitals; past- 
president of the Mental Hygiene Clinic; served as 
president of the Lions Club; died March 10, aged 
59. 


Brant, Cornelia Chase, Bronxville, N. Y.; New York 
Medical College and Hospital for Women, Homeo- 
pathic, New York City, 1903; served as dean of her 
alma mater; during World War I organized a wom- 
en’s base hospital unit for service in France; asso- 
ciated with the Cumberland Street Hospital in 
Brooklyn; died March 9, aged 95. 


Brawner, James N. ® Smyrna, Ga.; College of Phy- 
sicians and Surgeons, Baltimore, 1899; member of 
the House of Delegates of the American Medical 
Association in 1923; member of the American Psy- 
chiatric Association; past-president of the Fulton 
County Medical Society; served as medical director 
of Brawner’s Sanitarium, of which he was founder; 
died March 7, aged 82. 


Brown, Oscar Vineyard ® Island, Ky.; Kentucky 
University Medical Department, Louisville, 1904; 
past-president of the McLean County Medical So- 
ciety; served as a representative in the state legis- 
lature and later as state senator; in 1946 became 
health officer for McLean County, and four years 
later was health officer for Ohio County, continuing 
in both offices until his retirement; for many years 
president of Island Deposit Bank and of the Island 
Mercantile Company; died in the Owensboro- 
Daviess County Hospital in Owensboro March 13, 
aged 84. 
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Bryan, Samuel ® Memphis, Tenn.; Harvard Medical 
School, Boston, 1926; member of the American 
Academy of General Practice; died March 16, aged 
57. 


Bubert, John Diederick ® Baltimore; Baltimore 
Medical College, 1912; member of the American 
Academy of General Practice; founding member 
of the Maryland Academy of General Practice; 
served on the staffs of the Church Home and Hos- 
pital, Maryland General Hospital, and the Univer- 
sity Hospital; died in the Union Memorial Hospital 
March 19, aged 72. 


Burke, Rush Pearson ® Montgomery, Ala.; Colum- 
bia University College of Physicians and Surgeons, 
New York City, 1908; veteran of World War I; died 
March 19, aged. 74. 


Burns, Harry John, Duluth, Minn.; Wisconsin Col- 
lege of Physicians and Surgeons, Milwaukee, 1903; 
veteran of World War I; formerly associated with 
the Indian Service; served on the staffs of the St. 
Mary’s and St. Luke’s hospitals; died in St. Mary’s 
Hospital March 13, aged 77. 


Byrne, William Roger ® Holliston, Mass.; Middle- 
sex College of Medicine and Surgery, Cambridge, 
1916; served in France during World War I; for 
many years chairman of the board of health; on the 
staff of the Framingham (Mass.) Union Hospital, 
where he died March 7, aged 66. 


Calvert, Edward Harrison ® E] Cajon, Calif.; Ohio 
State University College of Medicine, Columbus, 
1927; on the staff of the Vista Hill Psychiatric Foun- 
dation in Chula Vista; formerly on the staffs of the 
Mendocino State Hospital, Talmage, and the Atas- 
cadero State Hospital in Atascadero; served as con- 
sulting psychiatrist for the Department of Correc- 
tion, State of California; died March 19, aged 70. 


Cameron, Prince Wendell, Chicago; Illinois Medi- 
cal College, Chicago, 1911; died March 24, aged 80. 


Carter, Robert Elsworth ® Jamaica, N. Y.; Univer- 
sity and Bellevue Hospital Medical College, New 
York City, 1927; fellow of the American College of 
Surgeons; veteran of World War II; specialist certi- 
fied by the American Board of Surgery; director and 
founder of the Allied Federal Savings and Loan 
Association of Jamaica; associated with the Harlem 
and Doctors hospitals in New York City and the 
Memorial Hospital; died March 17, aged 58. 


Cunningham, Jacob Metz ® Philadelphia; Jefferson 
Medical College of Philadelphia, 1912; on the staff 
of the Chestnut Hill Hospital; died March 14, aged 
74. 


Digges, Francis Harry, Prince Frederick, Md.; Uni- 
versity of Maryland School of Medicine, Baltimore, 
1904; retired surgeon, Baltimore and Ohio Railroad; 
died in the Calvert County Hospital March 3, aged 
82. 


os 
i 
7 
4 
ky 
tis 
; 
; 
3 
2 
4 
> 


Vol. 170, No. 6 


Dight, Herman Herschel @ Altoona, Pa.; Jefferson 
Medical College of Philadelphia, 1901; served as 
president of the Blair County Medical Society; past- 
president of the Western Pennsylvania Eye, Ear, 
Nose and Throat Society; served on the staff of the 
Wills Eye Hospital in Philadelphia; on the staff of 
Altoona Hospital; for many years on the staff of the 
Mercy Hospital; died in the Jefferson Hospital, Phil- 
adelphia, March 13, aged 79. 


Dodge, Albert Arthur ® Kalispell, Mont.; Univer- 
sity of Minnesota College of Medicine and Surgery, 
Minneapolis, 1894; past-president of the Flathead 
County Medical Society; for many years county 
health officer; for many years on the board of the 
Kalispell Hospital; died March 3, aged 91. 


Dupertuis, S. Milton @ Pittsburgh; born in Tacoma, 
Wash., Jan. 31, 1906; Harvard Medical School, Bos- 
ton, 1932; associate professor of plastic surgery at 
the University of Pittsburgh School of Medicine; 
certified by the National Board of Medical Exam- 
iners; specialist certified by the American Board of 
Surgery and the American Board of Plastic Sur- 
gery, of which he was chairman; member and past- 
president of the American Society of Plastic and 
Reconstructive Surgery; member of the American 
Association of Plastic Surgeons and the American 
Society for Surgery of the Hand; fellow of the 
American College of Surgeons; resigned from the 
U. S. Public Health Service Jan. 31, 1938; veteran 
of World War II; president of the staffs of Presby- 
terian and Woman’s hospitals; associated with Eye 
and Ear Hospital, St. Margaret Memorial Hospital, 
Children’s Hospital, Veterans Administration Hos- 
pital, and the Western Pennsylvania Hospital; as- 
sociate editor, Journal of Plastic and Reconstructive 
Surgery; died March 26, aged 53. 


Eagles, Charles Sidney, Saratoga, N. C.; University 
of North Carolina School of Medicine, Chapel Hill, 
1909; died March 5, aged 77. 


Eckstein, Joseph Goossen, Cincinnati; Medical Col- 
lege of Ohio, Cincinnati, 1900; veteran of World 
War I; died March 11, aged 86. 


Eggleston, Harry Robert ® Grand Rapids, Mich.; 
Detroit College of Medicine and Surgery, 1928; on 
the staff of St. Mary’s Hospital; died March 3, aged 
58. 


Ervin, John Herbert, Jenkintown, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 1903; 
member of the staff of the Abington (Pa.) Memorial 
Hospital; died March 11, aged 79. 


Fettig, Carl Alexander ® Grosse Pointe Park, Mich.; 
Detroit College of Medicine, 1899; associated with 
the William Booth Memorial Hospital and the 
Grace Hospital, Detroit, where he died March 3, 
aged 82. 
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Frey, Clarence Wilson @ Millerstown, Pa.; Univer- 
sity of Pittsburgh School of Medicine, 1913; county 
coroner; member of the Pennsylvania State Coro- 
ners’ Association; veteran of World War I; at one 
time practiced in Dallastown, where he was presi- 
dent of the bank; served as president and secretary 
of the staff of the York (Pa.) Hospital; died March 
18, aged 66. 


Gallagher, James Leo ® Buffalo; Baltimore Medical 
College, 1902; veteran of World War I; associated 
with the Emergency Hospital and Sisters of Charity 
Hospital, where he died March 10, aged 81. 


Gallimore, Robert Geary ® Milwaukee; Creighton 
University School of Medicine, Omaha, 1943; veter- 
an of World War II; died March 2, aged 41. 


Gamble, John Ellison, Steubenville, Ohio; Ohio 
State University College of Medicine, Columbus, 
1920; on the staffs of the Ohio Valley and Gill Me- 
morial hospitals; died March 12, aged 67. 


Gay, Andrew Jackson ® Long Beach, Miss.; Chicago 
College of Medicine and Surgery, 1913; member of 
the Southeastern Surgical Congress and the Amer- 
ican Academy of General Practice; died in Ochsner 
Foundation Hospital, New Orleans, March 12, 
aged 70. 


Gibby, Harold James ® Worcester, Mass.; Univer- 
sity of Pennsylvania Department of Medicine, Phila- 
delphia, 1908; specialist certified by the American 
Board of Otolaryngology; on the staff of the Me- 
morial Hospital; died March 2, aged 76. 


Gillette, Arthur Edwin, Cincinnati; Medical College 
of Ohio, Cincinnati, 1893; died March 16, aged 89. 


Gilmore, Clifford Freeman ® Falls Church, Va.; 
College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, 
1900; died March 2, aged 87. 


Grimm, Emery Gabriel ® Chicago; Medizinische 
Fakultiat der Universitat, Vienna, Austria, 1921; as- 
sociate in the department of medicine, Northwest- 
ern University Medical School; on the staff of the 
Wesley Memorial Hospital; at one time practiced 
in Milwaukee, where he was associated with the 
Sacred Heart Sanitarium and St. Joseph’s Convent; 
died in the Albert Merritt Billings Hospital March 
19, aged 64. 


Haines, Dempsey D. ® Charleroi, Pa.; Western Uni- 
versity of Pennsylvania Medical Department, Pitts- 
burgh, 1903; associated with the Charleroi-Mones- 
sen Hospital, where he died March 15, aged 94. 


Harmon, Clair G. ® Easton, Pa.; Kentucky Univer- 
sity Medical Department, Louisville, 1906; served 
on the staff of the Easton (Pa.) Hospital; died in the 
Holy Cross Hospital, Fort Lauderdale, Fla., March 
8, aged 76. 
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Harz, John George ® New Orleans, La.; Medical 
Department of Tulane University of Louisiana, New 
Orleans, 1904; also a pharmacist; died March 3, 
aged 82. 

Heise, Carl August, Story City, lowa; Rush Medical 
College, Chicago, 1906; died in Ottawa, Kan., March 
22, aged 78. 

Herff, John Bennett, San Antonio, Texas; Univer- 
sity of Michigan Department of Medicine and Sur- 
gery, Ann Arbor, 1902; died March 11, aged 80. 


Herzog, George Kramer ® San Francisco; Cooper 
Medical College, San Francisco, 1901; veteran of 
World War I; associated with Polyclinic Hospital, 
Children’s Hospital, and the Mount Zion Hospital, 
where he died March 16, aged 80. 


Horn, Clinton, San Mateo, Calif.; Bennett Medical 
College, Chicago, 1915; served on the staff of the 
Southern Pacific Hospital in San Francisco, where 
he died March 6, aged 74. 


Howlett, Edward Vernard @ Pontiac, Mich.; Uni- 
versity of Michigan Department of Medicine and 
Surgery, Ann Arbor, 1902; fellow of the American 
College of Surgeons; past-president of the Oakland 
County Medical Society; chief of staff of Pontiac 
General Hospital medical staff; died March 12, aged 
83. 


Hubbard, John Clarence, Oklahoma City, Okla.; 
Eclectic Medical University, Kansas City, Mo., 1918; 
chairman of the city-county health board; veteran 
of World War IJ; founder, administrator, and con- 
sultant of Hubbard Hospital, where he died March 
18, aged 74. 


Hunt, Kent Noel ® San Antonio, Texas; University 
of Texas School of Medicine, Galveston, 1929; vet- 
eran of World War II; associated with Nix, Santa 
Rosa, and Baptist Memorial hospitals; died March 
ll, aged 56. 


Inge, Claude William Concordia, Kan.; Barnes 
Medical College, St. Louis, 1911; for three years sec- 
retary of the Franklin (Tenn.) Medical Society; as- 
sistant examiner, Selective Service, Franklin Coun- 
ty, Mo., during World War I, and chief examiner, 
Jewell County, Kan., during World War II; medical 
director, Farm Security Administration, Jewell 
County; board member, Kansas Blue Shield; local 
surgeon, Chicago, Rock Island & Pacific Railway; 
staff member, St. Joseph’s Hospital; died March 2, 
aged 75. 

Jackson, Leland Forney Jr., Baird, Texas; Baylor 
University College of Medicine, Dallas, 1943; veter- 
an of World War II; interned at the Buffalo General 
Hospital, where he served a residency; served a 
residency at the Baylor University Hospital and the 
Parkland Hospital in Dallas; on the staff of Calla- 
han County Hospital; died in the Harris Hospital, 
Fort Worth, March 1, aged 41. 
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Jackson, Thomas Grant ® Gorman, Texas; Memphis 
(Tenn.) Hospital Medica] College, 1910; served on 
the staff of the Blackwell Hospital, where he died 
March 19, aged 76. 


Johnson, Lewis David ® Kansas City, Mo.; Denver 
College of Medicine, 1899; medical director of 
the Johnson Hospital in Chanute, Kan., which 
he owned; died in Santa Ana, Calif., March 2, 
aged 81. 


Juckem, George Joseph ® Sheboygan, Wis.; Mar- 
quette University School of Medicine, Milwaukee, 
1915; veteran of World War I; past-president of the 
Sheboygan Lions Club; past-president of the North 
Side Bank; died March 8, aged 67. 


Kaulbach, Joseph I., Spokane, Wash.; Dartmouth 
Medical School, Hanover, N. H., 1891; from 1929 to 
1940 a Montana state senator from Choteau County; 
died March 16, aged 96. 


Keiser, Forrest Le Grand ® Columbus, Ohio; Ohio 
Medical University, Columbus, 1907; served as as- 
sistant superintendent and superintendent of the 
Columbus State School; died March 7, aged 79. 


Kelly, Paul Edward ® Chicago; Northwestern Uni- 
versity Medical School, Chicago, 1908; on the staff 
of the Ravenswood Hospital, where he died March 
28, aged 77. 


Klein, Abraham Arthur, Hartford, Conn.; Univer- 
sity of Louisville (Ky.) School of Medicine, 1929; 
served as school physician and police surgeon; on 
the staffs of Mount Sinai and St. Francis Hospitals; 
died March 3, aged 58. 


Knox, Barron Dwinell © Springfield, Mass.; Tufts 
College Medical School, Boston, 1937; specialist 
certified by the American Board of Urology; mem- 
ber of the American Urological Association; veteran 
of World War II; consultant, Mary Lane Hospital 
in Ware, Cooley Dickinson Hospital, Northampton, 
and the Wesson Memorial Hospital; chief urologist, 
Noble Hospital, Westfield, Wing Memorial Hospi- 
tal in Palmer, and the Springfield Hospital; died 
March 12, aged 47. 


Kramer, Abraham ® Philadelphia; Hahnemann 
Medical College and Hospital, Philadelphia, 1934; 
also a graduate in pharmacy; veteran of World War 
II; died in the Hahnemann Hospital March 27, aged 
57. 

Lambright, Middleton Hughes, Cleveland; Meharry 
Medical College, Nashville, Tenn.; 1898; practiced 
in Kansas City, Mo.; one of the founders, and hon- 
orary member of the Forest City Hospital medical 
staff; died March 21, aged 94. 


La Motte, George Althonse “ Oklahoma City, 
Okla.; Jefferson Medical College of Philadelphia, 
1901; died in the Belleview Hospital March 1, aged 
82. 
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Lowy, Moriz ® New York City; Medizinische Fak- 
ultat der Universitat, Vienna, Austria, 1915; associ- 
ated with the Sydenham Hospital; died March 19, 
aged 68. 


McAlister, Gordon, Highland Park, Mich.; Detroit 
College of Medicine, 1897; on the staff of the High- 
land Park General Hospital, where he died March 
14, aged 86. 


McCleave, Thomas Crooke ® Berkeley, Calif.; 
Cooper Medical College, San Francisco, 1896; mem- 
ber of the House of Delegates of the American 
Medical Association in 1915 and chairman, Section 
on Diseases of Children, 1915-1916; member of the 
American Academy of Pediatrics; fellow of the 
American College of Physicians; veteran of the 
Spanish-American War and World War I; served 
as president of the Alameda County Milk Commis- 
sion and on the council of the American Milk Com- 
mission; died March 11, aged 86. 


McCrary, John Donald ® Manhattan, Kan.; Uni- 
versity of Nebraska College of Medicine, Omaha, 
1950; interned at University of Texas Medical 
Branch Hospitals, Galveston; served a residency at 
the University Hospital in Cleveland and the Uni- 
versity of Nebraska Hospital in Omaha; for two 
years served in the medical reserve corps of the 
U. S. Army; died in Marion, March 6, aged 32. 


McGuire, Thomas Edward ® Glendale, Calif.; 
Maryland Medical College, Baltimore, 1904; died 
in the Good Samaritan Hospital, Los Angeles, 
March 16, aged 77. 


McQuarrie, John Gray ® Richfield, Utah; Univer- 
sity of California School of Medicine, San Francisco, 
1919; member of the American Academy of General 
Practice; twice president of the Sevier County Med- 
ical Society; past-honorary-president of the Utah 
Medical Association; during World War II was a 
member of the Sevier County Selective Service 
board and received a medal for his services; cn the 
staff of the Sevier Valley Hospital; died March 1, 
aged 69. 


Mabry, Irving Ellis, Bridgton, Maine; Medical 
School of Maine, Portland, 1909; on the staff of the 
Northern Cumberland Memorial Hospital; died 
March 4, aged 80. 


Malgeri, John, Newark, N. J.; L.R.C.P., Edinburgh, 
L.R.C.S., Edinburgh, and L.R.F.P.&S., of Glasgow, 
Scotland, 1938; veteran of World War II; died in St. 
Michael's Hospital March 22, aged 51. 


Martin, Donald David, Rockford, Ill.; St. Louis Uni- 
versity School of Medicine, St. Louis, 1920; served 
on the staff of St. Anthony Hospital, where he died 
March 11, aged 66. 


Mason, Wilford John, Los Angeles; University of 
Illinois College of Medicine, Chicago, 1931; veteran 
of World War II; died March 6, aged 60. 
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Melton, Andy Singleton ® Okemah, Okla.; Univer- 
sity of Arkansas School of Medicine, Little Rock, 
1912; president of the Okfuskee County Medical 
Society; on the staff of Okfuskee County Hospital; 
died March 1, aged 73. 


O'Connor, Christopher Sebastian, Plattsburg, Mo.; 
St. Louis University School of Medicine, 1907; died 
March 7, aged 83. 


Olson, Charles August @ St. Paul; University of 
Minnesota College of Medicine and Surgery, Min- 
neapolis, 1911; on the staff of the Bethesda Hos- 
pital; died March 17, aged 71. 


Osborne, Ernest Sumner ® West Dennis, Mass.; 
Tufts College Medical School, Boston, 1902; a char- 
ter staff member of the Cape Cod Hospital in Hyan- 
nis; died March 2, aged 83. 


Penrod, Lucian, Taft, Texas; Baylor University Col- 
lege of Medicine, Dallas, 1908; veteran of World 
War I; died in Sinton March 9, aged 73. 


Reeder, Thomas Pickens Jr. ® Newport Beach, 
Calif.; University of Texas School of Medicine, 
Galveston, 1936; interned at Jefferson Davis Hos- 
pital in Houston, Texas; served a residency at Los 
Angeles County Hospital in Los Angeles; veteran of 
World War II; died Feb. 26, aged 47. 


Richardson, James Joseph ® Fort Worth, Texas; 
St. Louis University School of Medicine, 1912; spe- 
cialist certified by the American Board of Otolaryn- 
gology; member of the American Academy of Oph- 
thalmology and Otolaryngology; associated with 
the W. I. Cook Memorial Hospital Center for Chil- 
dren, St. Joseph’s Hospital, and the Harris Hospital, 
where he died March 7, aged 78. 


Robinson, William Click Lexington, Ky.; Tulane 
University School of Medicine, New Orleans, 1942; 
veteran of World War II; at one time fellow in sur- 
gery at Mayo Foundation in Rochester, Minn.; died 
March 7, aged 41. 


Rollings, John Adolph, Richmond, Va.; George 
Washington University School of Medicine, Wash- 
ington, D. C., 1912; served in France during World 
War I; vice-president and director of the Grace 
Hospital; associated with the Retreat for the Sick; 
died March 10, aged 69. 


Rosenhain, Erich ® Jackson Heights, N. Y.; Fried- 
rich-Wilhelms—Universitat Medizinische Fakultiat, 
Berlin, Prussia, Germany, 1912; died in the Doctors 
Hospital, New York City, March 3, aged 70. 


Rotkin, Meyer M. ® New York City; New York 
Homeopathic Medical College and Flower Hospital, 
New York City, 1916; died March 8, aged 73. 


Sample, James Lindsey ® Hampton, S. C.; Univer- 
sity of Georgia Medical Department, Augusta, 1914; 
died in the Talmadge Memorial Hospital, Augusta, 
March 5, aged 70. 
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Sands, Kenneth Fillman, Milton, Mass.; Johns Hop- 
kins University School of Medicine, Baltimore, 1943; 
veteran of World War II; specialist certified by the 
American Board of Pediatrics; member of the 
American Academy of Pediatrics; school physician; 
instructor in pediatrics at Harvard Medical School 
in Boston, where he was associated with the Chil- 
dren’s Medical Center and the Boston Lying-in Hos- 
pital; on the staff of the Milton Hospital and Con- 
valescent Home, where he died March 11, aged 41. 


Shaffer, Claude, Houston, Texas; (licensed in Texas, 
by the years of practice); died in Bryan March 10, 
aged 93. 


Sheehy, Martin James ® Ridgewood, N. Y.; Colum- 
bia University College of Physicians and Surgeons, 
New York City, 1928; served on staff of the Wyck- 
off Heights Hospital in Brooklyn, where he died 
March 2, aged 54. 


Somerville, John Wilson, Atlanta, Ga.; University of 
Virginia Department of Medicine, Charlottesville, 
1904; veteran of World War I; served in the regular 
U. S. Army; died March 6, aged 77. 


Southard, Harry Green ® Marysville, Ohio; Starling 
Medical College, Columbus, 1906; past-president of 
the Union County Historical Society; served two 
terms on Marysville Council and was a president of 
the Marysville Board of Education; formerly state 
director of health and health commissioner for 
Hocking, Vinton, and Athens counties; at one time 
health director of Union County; died Feb. 16, 
aged 81. 


Swafford, Jesse Brown ® Chattanooga, Tenn.; Lin- 
coln Memorial University Medical Department, 
Knoxville, 1915; past-president of the Chattanooga- 
Hamilton County Medical Society; superintendent 
of the William L. Bork Memorial Hospital; died 
March 8, aged 67. 


Swan, Horace Cheney ® Hartford, Conn.; Tufts 
College Medical School, Boston, 1903; fellow of 
the American Association for the Advancement of 
Science and the American Public Health Associa- 
tion; professor emeritus and medical director emer- 
itus of Trinity College; during World War I com- 
mandant of American Red Cross Sanitary Unit No. 
2 and also served as a contract surgeon for the 
Army; died March 1, aged 80. 


Thomas, Hall H., Denver; Rush Medical College, 
Chicago, 1906; veteran of World War I; died in 
February, aged 81. 


Wachtel, Jacob ® New York City; Fordham Uni- 
versity School of Medicine, New York City, 1921; 
specialist certified by the American Board of Der- 
matology and Syphilology; assistant clinical profes- 
sor of dermatology and syphilology at the New York 
College of Medicine; on the staffs of the Jewish 
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Memorial Hospital, Goldwater Memorial Hospital, 
and the University Hospital (New York University- 
Bellevue Medical Center); died in the Jewish Me- 
morial Hospital March 11, aged 61. 


Wallace, Hamilton Cornwallace, Pottsville, Pa.; 
Medico-Chirurgical College of Philadelphia, 1906; 
past-president of the board of health; veteran of 
World War I; served on the staff of the Pottsville 
Hospital; for many years physician and surgeon for 
the Philadelphia and Reading Coal and Iron Com- 
pany and was medical examiner for the Reading 
Railroad; died Feb. 9, aged 76. 


Wallace, Virgle Wesley ® Odessa, Texas; University 
of Oklahoma School of Medicine, Oklahoma City, 
1943; interned at the University Hospitals in Okla- 
homa City, where he served a residency; served a 
residency at St. Anthony Hospital in Oklahoma City 
and St. Luke’s Hospital in Kansas City, Mo.; fellow 
of the American College of Surgeons; died Jan. 7, 
aged 49. 


Wardle, Henry ™ St. Petersburg, Fla.; Jefferson 
Medical College of Philadelphia, 1907; past-presi- 
dent of the South Bristol District of the Massa- 
chusetts Medical Society; for many years medical 
examiner for the Metropolitan Life Insurance Com- 
pany; formerly practiced in Fall River, Mass., where 
he was associated with the Union and St. Anne’s 
hospitals; during World War II medical examiner 
for the Draft Board; died in the Mound Park Hos- 
pital March 2, aged 74. 


Warner, James Gamble @ Pittsburgh; University of 
Wooster Medical Department, Cleveland, 1907; 
veteran of World War I; for many years practiced 
in Cleveland, where he was associated with Wom- 
an’s and St. Luke’s hospitals, and member of the 
Cleveland Medical Library Association; died Feb. 
24, aged 75. 


Waste, John Morton, Glendale, Calif.; College of 
Physicians and Surgeons of San Francisco, 1918; for 
25 years medical examiner for Equitable Life In- 
surance Company; died in the Memorial Hospital 
Feb. 2, aged 79. 


Watt, Archibald Henderson ® New York City; Uni- 
versity of Michigan Medical School, Ann Arbor, 
1918; on the staffs of the Morrisania and Fitch hos- 
pitals, and the Union Hospital, where he died Feb. 
23, aged 66. 


Wilson, Redford Alexander ® Tucson, Ariz.; Van- 
derbilt University School of Medicine, Nashville, 
Tenn., 1926; member of the American College of 
Chest Physicians and the American Trudeau So- 
ciety; fellow of the American College of Physicians; 
affiliated with St. Mary’s Hospital and Tucson Medi- 
cal Center; died Feb. 13, aged 58. 


9 
| 
; 
4 
ar 
4 
| 
€ 


Vol. 170, No. 6 


167/711 


FOREIGN LETTERS 


AUSTRIA 


Medical Education.—At a meeting of the Society of 
Physicians in Vienna the questions of whether 
there was a shortage of physicians and whether 
the study of medicine should be encouraged were 
discussed. For years Austria has been one of the 
countries with a larger than average number of phy- 
sicians per unit population—one physician for 563 
inhabitants in 1955, as compared to one for 1,692 
inhabitants in 1890. This development is responsi- 
ble for the fact that physicians now have great diffi- 
culty getting enough practice to make a living. 
Until 1957 there was such an excess of physicians 
in training in hospitals that hospital managers paid 
only a pittance to the employed physicians. For this 
reason hospitals, especially in rural areas, have 
noted a decrease in applicants for jobs as hospital 
physicians. Some hospitals are now unable to find 
such applicants. This relative shortage of physicians 
on one side is in contrast to the large number of 
physicians who have terminated their schooling and 
would like to enter private practice. They are 
prompted to do so because of their desire to make 
a living for a family of their own and to acquire a 
home of their own. Service quarters in a hospital 
are not sufficient in the long run to satisfy these 
normal desires. 

It is not easy for any physician to establish a 
practice during the first years. This is even more 
difficult in the overcrowded rural districts and the 
capitals of the federal states. Without a contract 
with the state medical insurance funds it is hardly 
possible for a physician to make a living. In Vienna 
alone 507 physicians who have opened private of- 
fices are waiting for appointments with the insur- 
ance funds. This is also the reason for the emigra- 
tion of about 50 Austrian physicians to Sweden in 
1958. It would thus be a serious error to assume 
that there is a genuine shortage of physicians in 
Austria, and that, consequently, students should be 
encouraged to take up the study of medicine. High 
school students are again and again given mis- 
guided advice concerning the medical profession 
because of unawareness of the true situation on the 
side of the consultants. 

The Austrian chamber of physicians, however, 
has no intention of cautioning students against the 
study of medicine, but it does emphasize that an 
inordinate number of young physicians are working 
in the university clinics. These clinics are already 
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overcrowded with students and it is becoming in- 
creasingly difficult to give the necessary training. 
The apparent shortage of physicians in rural hos- 
pitals is due to uneven distribution. 


BELGIUM 


Tuberculosis in the Congo.—At the Phthisiology 
Congress in Brussels in 1958, Kivits stated that in 
the Belgian Congo tuberculosis was originally a 
disease of the urban centers but that little by little 
the disease had appeared in rural areas, being 
brought there by sick workers leaving their jobs to 
return to their native villages. Skin tests showed 
that tuberculosis has reached even the most remote 
areas. Radiologic examinations showed that the 
average morbidity in the Belgian Congo was 0.8%. 
The antituberculosis fight will be effective only if 
it is based on a general program of improvement 
of social and economic conditions which influence 
the diet, housing, and sanitary education of the 
population. At present the diet is grossly deficient 
in proteins and the dwellings are particularly 
unhygienic. 

As a result of geographical, social, and economic 
difficulties it is impossible to construct a sufficient 
number of sanatoriums. This is why the govern- 
ment has constructed tuberculosis annexes to the 
general hospitals. The sanatoriums, directed by 
phthisiologists, remain the pilot organizations of 
the antituberculosis campaign. Ordinarily, on con- 
version of the sputum and radiologic stabilization 
of the lesions, it is necessary to rely on ambulant 
treatment, especially in the urban centers where 
the patient is carefully watched. The average 
period of hospitalization is three months in the 
cities and one year in the rural areas. In the latter 
cases patients on the way to stabilization are 
usually placed in convalescent camps. BCG vacci- 
nation does not eliminate the importance of using 
all other available control measures. 


Progress in Tuberculosis Control.—At the same 
meeting it was pointed out that in general the 
nutrition of the population has improved in the 
last 25 years. In 1936 shortages of milk, cheese, 
vegetables, butter, and fruits and therefore of cal- 
cium, vitamin A, and vitamin Bs. were noted. Now 
the nutrition of the population is not so much a 
question of budget as of information. The most 
frequently noted deficiencies can easily be com- 
pensated by the daily addition of one-half liter of 
milk. The pre-employment medical examination of 
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all persons under 21 and the annual physical 
checkup employed persons in this age group must 
undergo have also helped to reduce the incidence 
of tuberculosis in adolescents. From 1948 to 1955 
the incidence of tuberculosis among adolescents at 
work fell from 1.55 to 0.23%. 

The death rate from tuberculosis has decreased 
markedly in the last 25 years. The pronounced 
drop which characterized the immediate postwar 
period has tended to level off. The difference in 
death rates for the two sexes was again accentu- 
ated. In 1930 there were 87 women for every 100 
men dying of tuberculosis; in 1945 there were 56; 
and in 1956, there were 29. Rates in women have 
regressed even in the oldest groups, and among 
women aged 45 and over there has been no notable 
increase since 1935. 


Tinnitus Aurium.—Hicguet and Van Eyck (Acta 
Otorhinolaryngologica de Belgique) differentiated 
objective and subjective forms of tinnitus aurium. 
The former results from the transmission to the 
ear of vascular somatic sounds. The associated 
deafness is not due to an auricular lesion but re- 
sults from the masking effect of these sounds. Sub- 
jective tinnitus is provoked by an alteration of the 
auditory structure, and it is always accompanied 
by true deafness. It can be caused by an obstacle 
located in the external auditory canal (cerumen, 
exostoses, or foreign body) or in the middle ear 
(scar lesions or ankylosis of the ossicles). The most 
intense subjective tinnitus is due to lesions in or 
near the auditory nerve, as in patients with aural 
vertigo, presbyacusia, and tumors of the ear. The 
factor responsible for abnormal auditory stimula- 
tion is usually a disturbance of the autonomic 
nervous system which produces a vasomotor dis- 
order. It may be reflex in patients with cervical 
arthrosis or sinusitis; dyscrasic in patients with 
uremia, hyperglycemia, or cholesteremia; or psy- 
chosomatic. 


BRAZIL 


Nuclear Medicine Center.—On Jan. 25 the Center 
of Nuclear Medicine of the University of Sao Paulo 
was opened. This building centralizes all the medi- 
cal and biological applications of radioactive iso- 
topes. The basement contains facilities for han- 
dling isotopes up to a level of several curies, with 
a junior cave, master-slave manipulators, and ad- 
ditional space for preparing isotopes for clinical 
and research uses. This permits the importation of 
isotopes in large shipments, making them much 
cheaper. The prepared isotopes are distributed to 
other floors by a dumb-waiter. The basement also 
contains decay tanks, an incinerator, a well for 
radioactive ashes, and general utilities stations. The 
ground floor includes rooms for examination of 


J.A.M.A., June 6, 1959 


patients and isotope diagnosis, several laboratories, 
and a separate room for the application of thera- 
peutic doses of radioactive substances. There are 
also two bedrooms where patients are kept while 
they still constitute a radiation hazard. Auxiliary 
facilities such as offices, waiting rooms, and coat 
rooms are included. 

The second floor contains a lecture room, student 
laboratories, auxiliary rooms for teaching, and a 
library. The third floor is given over to biological 
research. It contains two radiochemistry labora- 
tories; two counting rooms; a normal chemistry 
laboratory; several rooms for physics, mechanics, 
and electronics; a nuclear magnetic resonance- 
mass spectrometer; and auxiliary facilities for basic 
research. The fourth floor is only partially used and 
contains animal quarters, a greenhouse for growing 
radioactive plants, and the necessary auxiliary 
services. The concentration of all types of appli- 
cation of isotopes in a single building offers great 
advantages regarding the best uses of equipment, 
technical personnel, and isotopes. 


DENMARK 


Heparin and_ Tinnitus.—Kaj _Zilstorff-Pedersen 
(Nord. med. 61:223-224 [Feb. 5] 1959) reported 
treating a series of 52 patients who had subjective 
tinnitus by administering 5,000 international units 
of heparin intravenously daily for six days. Seven- 
teen of the patients were cured or much improved. 
In 3 to 10 weeks tinnitus recurred in most patients, 
but a few injections of heparin again relieved the 
symptoms. The hearing also became subjectively 
better in 17 patients, although not always in the 
same ones in which tinnitus was improved. The 
subjective improvements in hearing could not be 
demonstrated objectively. 


Phenylbutazone in Ophthalmology.—Poul Svane- 
Knudsen (Nord. med. 61:226-228 [Feb. 5] 1959) 
used phenylbutazone to treat seven patients with 
iritis, iridocyclitis, and chronic uveitis, one with 
diskiform keratitis, and seven with scleritis and epi- 
scleritis. In all these patients there was a prompt 
and powerful analgesic effect and a rapid clearing 
of hyperemia and exudation in the anterior ocular 
chambers. A patient with choroiditis did not re- 
spond to the treatment. The special indications were 
(1) postoperative and post-traumatic irritations, (2) 
tuberculosis or suspected tuberculosis, (3) pituitary 
basophilism, (4) previous treatment with cortisone, 
and (5) diabetes with oscillations in the blood 
sugar level. The drug should be used with caution 
because of its side-effects. 


Pheochromocytoma.—E. Dahl-Iversen (Acta chir. 
scandinav. 116:118-131, 1958/1959) studied 18 pa- 
tients with pheochromocytomas. In the 15 patients 
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from whom the tumor was removed 14 tumors 
were intra-adrenal and 1 was ectopic. Among these 
patients there were no deaths, but the remaining 
three patients were in such poor condition that they 
died before the tumor could be localized. Of the 
18 patients 3 showed signs of renal failure resem- 
bling lower nephron nephrosis. After removal of 
the tumor and stabilization of the blood pressure 
11 of 14 patients had a normal blood pressure 
whereas three had blood pressures of 150/95 to 
160/100 mm. Hg. On reexamination of the 15 
patients operated on, after six months to 12 years 
(average 4.3 years), normal blood pressure was 
found in 13 and in 2 the blood pressures were 
180/130 and 230/150 mm. Hg. 


Primary Varicose Veins.—The deep veins of the 
leg were studied phlebographically by the tilting 
technique in 275 patients with primary varicose 
veins by F. R. Mathiesen (Acta chir. scandinav. 
116:155-162, 1958/1959). In the interpretation of 
the phlebograms the series was divided according 
to the following criteria: (1) spindle-shaped dilata- 
tion of the veins of the lower leg, (2) filling of 
the larger muscular veins, (3) filling of fine mus- 
cular collaterals, and (4) functional capacity of 
the deep veins of the leg. Patients with recurrent 
varicose veins after previous operation showed 
greater incompetence of the valves of the deep 
veins, whereas venous dilation seemed to be with- 
out importance in the development of varicose 
veins or accompanying discomforts. 

Filling of the large muscular veins might be 
related to an increased tendency to discomforts 
and seemed to occur slightly more frequently in 
patients with recurrent varicose veins after pre- 
vious treatment, but the study did not allow any 
definite conclusions on this point. On the other 
hand it was observed that fine muscular collaterals 
occurred almost exclusively in patients with vari- 
cose veins, in particular in patients who had pre- 
viously been treated with operation or injection, 
and that the discomforts seemed to be more 
frequent and more severe among patients in whom 
phlebography revealed filling of fine muscular 
collaterals. On the basis of the investigation it 
could not be decided whether the frequent occur- 
rence of fine muscular collaterals was evidence of 
selection because of a special tendency to discom- 
fort in these patients or a sign of venous damage 
referable to previous operation. 


Supracondylar Fractures of the Humerus.—A series 
of 58 children aged from 6 months to 14 years 
were treated for supracondylar fracture of the 
humerus by Frede Bro-Rasmussen and co-workers 
(Acta chir. scandinav. 116:134-143, 1958/1959). Of 
these 37 fractures involved the left arm. The frac- 
tures were reduced by means of the Persson frame 
in seven and manual reduction was used in the 
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rest. The arm was immobilized with the elbow in 
about 90-degree flexion and varying degrees of 
pronation. Thoracobrachial plaster casts were used 
on 14 patients and various modifications of circular 
plaster casts on the rest. The duration of immobili- 
zation was 3 to 13 weeks (average 6 weeks). Im- 
mobilization was recommended for three to six 
weeks, depending on the severity of the fracture, 
followed by active exercises to just below the 
threshold of pain. Irrespective of the principle of 
treatment used good function usually resulted 
after supracondylar fractures of the humerus, even 
though satisfactory reduction might not have been 
accomplished. Anatomic and cosmetic deformities 
improved with time. 

Increasing cubitus varus deformity due to un- 
equal epiphysial growth was not observed, nor did 
late ulnar nerve symptoms occur after fractures 
healed in the valgus position. The physiological 
importance of the valgus position, which was often 
pronounced during childhood, was emphasized. 
Failure to recognize this might be the cause of 
the occurrence of cubitus varus deformity. The 
simplest and gentlest method of reduction that 
gives satisfactory results should be preferred. A 
method that fulfills these requirements is to place 
the patient in the prone position with the arm in 
90-degree abduction, to exert manual traction on 
the forearm, with flexion of the elbow joint across 
the edge of a padded arm table, and to pronate 
the forearm followed by immobilization in two 
U-shaped plaster splints or a circular plaster cast 
extending from the shoulder to the metacarpo- 
phalangeal joints. Operative treatment should be 
considered only when conservative methods have 
failed to give satisfactory results or when injury 
to the vessels or nerves have occurred. 


Alcohol Sensitivity and Lymphogranulomatosis.— 
At a meeting of the Medical Society in Copenha- 
gen, Dr. J. Bichel reported on observations at the 
radium station in Arhus concerning the frequency 
with which patients suffering from lymphogranulo- 
matosis show alcohol sensitivity. It is expressed by 
severe pain, paresthesia, a sense of oppression, gid- 
diness, itching, dyspnea, shivering, ocular symp- 
toms, nausea, and vomiting on the consumption of 
a little alcohol. The pain begins only a few minutes 
after a glass of beer is drunk, and lasts from 30 
minutes to three or four hours, sometimes being 
severe enough to make the patient lie down or re- 
sort to drugs for relief. Since this phenomenon was 
first observed in 1948, all the 166 patients with 
lymphogranulomatosis coming to the Arhus radium 
station have been systematically examined in a 
search for it. It was observed in at least 25 patients. 
At first attention was concentrated on pain, but 
later other symptoms came more into the fore- 
ground; in some patients there was no pain. The 
pain was usually referred to the area in which 
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lymphogranulomatosis was in an active phase, and 
it was apt to be worst when the disease was situ- 
ated in the bones, as it nearly always is when the 
disease has lasted for several years. 

Although tests with small doses of alcohol in a 
search for alcohol sensitivity were systematically 
made on the other patients at the radium station, 
the disease was demonstrable only in one patient 
who did not have a lymphogranuloma. The reason 
why the phenomenon in question escaped notice for 
so long, in spite of lymphogranulomatosis being a 
well-known disease, might be that its victims were 
seldom studied in large groups as is now the case 
at Arhus. Bichel’s 25 patients all presented the 
histological picture of classic malignant lympho- 
granulomatosis. 


Pancreatitis.—According to F. R. Mathiesen (Uge- 
skrift for laeger, Jan. 29, 1959) it has long been 
taught that operations for pancreatitis in an acute 
phase should be avoided unless there are doubts 
about its diagnosis, the patient being put on a 
fluid diet or, in severe cases, fed by parenteral in- 
jection with permanent gastric aspiration. Shock 
was combated by stimulation of the cardiovascular 
system, and peristalsis was promoted according to 
need. To see how this doctrine worked in Copen- 
hagen’s City Hospital the author checked the 
progress of the 171 patients treated between 1937 
and 1956. Among the 82 men and 89 women 10 
had died, 2 of the deaths being postoperative. 
Among the eight operated on in the acute phase 
two were suspected of appendicitis, two of intestin- 
al obstruction, three of perforation, and one of in- 
carceration of a hernia. Examinations of the bile 
ducts were made in 63% of the patients and only 
38% of them showed signs of disease. The author's 
operation rate was low and his mortality was also 
low compared with those of other observers, hence 
his enthusiasm for conservative treatment. 


Care of Invalids—The poliomyelitis epidemic of 
1952 left in its wake many paralyzed patients whose 
care in hospital has been costly and monotonous 
for the patients. A better alternative was found 
in the form of a 13-story collective house containing 
private apartments for patients and their families. 
Eugenie Engberg (Ugeskrift for laeger, Feb. 5, 
1959) told how respirator patients can be reunited 
with their families after six years of hospital life. 
Planned and operated by the Ministry of Social 
Affairs in conjunction with voluntary organizations, 
this building has an institutional department on the 
top floor and 170 private apartments lower down. 
Special attention is given to the paid employment 
of relatives who, after a short training in hospital, 
can take over the responsibility for the daily wel- 
fare of the patients at a cost much below that of 
hospital care. To assist the patients’ families sleep- 
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ing facilities are provided in small private cubicles 
in the institutional department, in which a profes- 
sional staff of nurses will be available. By June, 
1959, the tenants of the collective house began to 
move in. Although 30% of the apartments will be 
reserved for paralytic patients, the remaining 70% 
can be taken by ordinary tenants whose presence 
can be counted on to give a normal air to the sur- 
roundings. 


Niacin for Hypercholesteremia.—Since September, 
1956, Dr. P. Eilersen and Dr. N. Hobolth of the 
Frederiksborg County General Hospital have been 
investigating the influence of niacin on the concen- 
tration of cholesterol in the blood. Their latest con- 
tribution to the subject (Ugeskrift for laeger, Feb. 
5, 1959) concerns eight patients whose serum cho- 
lesterol levels were determined before niacin was 
applied. With 300 mg. per 100 ml. taken as the 
upper limit of normal, all patients had an elevated 
serum cholesterol level (over 350 mg.%) before 
treatment. The dosage of niacin was raised gradu- 
ally from 0.25 Gm. thrice daily to 1 Gm. thrice 
daily for 4 to 72 weeks. In all but one patient there 
was an appreciable rise of the serum cholesterol 
level during this treatment, and when it was dis- 
continued it feil to the pretreatment level. All eight 
patients experienced some discomfort at the be- 
ginning of treatment, in the form of a sense of heat 
and tingling of the skin, and two suffered from 
nausea and vomiting. Of the seven who had cardiac 
symptoms four found they diminished under this 
treatment. While niacin would thus seem to be ca- 
pable of reducing the serum cholesterol level, its 
ability to prevent arteriosclerosis remains to be 
proved. 


Scalenus Anticus Syndrome.—The scalenus anti- 
cus or cervical rib syndrome was discussed by Dr. 
O. Birn (Ugeskrift for laeger, Feb. 19, 1959) of 
the Sénderborg Hospital where 34 patients under- 
went scalenotomy for the relief of pain and other 
symptoms. Three of these patients had this opera- 
tion on both sides bringing the total to 37 scalen- 
otomies. On follow-up examination 19 were found 
to be rid of their symptoms and 15 were no better. 
Of these 15 further examination revealed the under- 
lying cause of the symptoms in several. When first 
confronted by this syndrome, the surgeon should 
limit his treatment to infiltration anesthesia of the 
scalenus anticus, supplemented by physiotherapy 
and the correction of postural abnormalities. If the 
resulting benefits are brief, scalenotomy may be re- 
sorted to; if it fails the diagnosis should be re- 
vised in a search for an alternative explanation of 
the symptoms. Interpretations of this syndrome have 
fluctuated in recent times with the assumption, 
prior to 1927, that a cervical rib is always to blame. 
Since then growing attention has been paid to the 
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scalenus anticus, whose resection has sufficed to 
banish the symptoms. In 1935 the syndrome was 
described in patients in whom no cervical rib could 


be found. 


FINLAND 


Spondylolisthesis.—At the orthopedic hospital of the 
Invalid Foundation in Helsingfors a series of 809 
patients with spondylolisthesis or spondylolysis 
were observed. Reviewing these cases in Nordisk 
medicin for Feb. 26, Dr. L. E. Laurent noted that 
only 85 patients were admitted to hospital with a 
view to operation. With males slightly in the minor- 
ity (46%) their numerical inferiority was most 
marked in the age group 40 to 49 in which there 
were 94 men and 149 women, possibly a reflection 
of the tendency to experience the symptoms of this 
lesion during the climacteric. Among the 809 pa- 
tients were 10 whose lesion was discovered inci- 
dentally and in the absence of any symptoms. As 
many as 58 were less than 20 years old. In 52 the 
origin of the lesion was presumed to be traumatic. 
The operation was posterior fusion without ex- 
ploration in 33, posterior fusion with exploration or 
laminectomy in 13, anterior fusion without explora- 
tion in 7, and laminectomy only in 32. A follow-up 
examination of 77 patients gave the impression that 
fusion is more effective than laminectomy without 
fusion. Only in exceptional cases should laminec- 
tomy be performed. Even when there are such 
serious symptoms as prolonged and obstinate pain 
with incapacity for work, no operation should be 
undertaken until conservative treatment has been 
given a fair trial. 


Hepatic Cirrhosis.—At the Maria Hospital in Hel- 
singfors Sundberg and Adlercreutz (Nordisk medi- 
cin, March 12, 1959) observed 226 patients with 
cirrhosis of the liver (141 men and 85 women) dur- 
ing the period 1945-1956. According to their his- 
tories 52 (23%) had a record of acute hepatitis, 89 
(39.3%) of alcoholism, and 32 (14.2%) of syphilis. 
In several patients more than one of these factors 
may have been cperative. While the cause was 
thus mixed in over 10%, unknown causes accounted 
for over 32% of the total. In the same period 159 
patients with hepatic cirrhosis who died underwent 
postmortem examination. The causes of death in 
these patients were hepatic coma in 57 (35.8%), 
malignant tumors in 22 (13.8%), infections in 19 
(12%), other diseases in 14 (8.8%), thrombotic dis- 
ease in 11 (6.9%), gastrointestinal hemorrhage in 27 
(17%), and other hemorrhages in 9. The authors 
concluded that hepatitis is a more frequent cause 
of cirrhosis of the liver in Finland than it used to 
be, but not to such a great extent as in England 
and Germany. 
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Acute Bacterial Meningitis.—A series of 379 chil- 
dren aged 14 days to 15 years with bacterial menin- 
gitis was studied by Jyrki Kauhtio and co-workers 
(Nord. med. 61:177-180 [Jan. 29] 1959). Neisseria 
meningitidis was the causal organism in 21%, Dip- 
lococcus pneumoniae in 20%, and Hemophilus 
influenzae in 29%. In 25% of the patients the onset 
occurred when they were below the age of 3 
months, and 67% became ill during their first year 
of life. The gross mortality was about 70% among 
children under the age of 14 days, 45% among those 
2 weeks to 3 months old, 25% among those 3 to 
12 months old, and 16% among those who became 
ill after their first year of life. Well over 33% of 
the deaths occurred during the first 24 hours in 
hospital, and in view of this fact it was considered 
that the treatment of the initial shock at the time 
of admission was as important as the institution 
of specific therapy with antibiotics. As a guide to 
the choice of a suitable antibiotic the authors rec- 
ommended, besides examination of direct smears, 
culture of cerebrospinal fluid and blood before 
starting treatment. 

In meningococcic meningitis sulfonamides and 
various antibiotics were useful. In pneumococcic 
meningitis penicillin in massive doses was recom- 
mended, and in H. influenzae infection chloram- 
phenicol was preferred. The latter drug was also 
found to be the safest in those patients in whom 
the causative organism remained unidentified. In- 
trathecal administration of antibiotics was unneces- 
sary. With these therapeutic principles mortality 
in meningitis due to Neisseria could be kept below 
5%, in meningitis due to D. pneumoniae below 
15%, and in meningitis due to H. influenzae at 
5 to 10%. 


Routine Urine Testing in Women.—In 500 women 
nonsterile specimens of urine were first taken for 
routine examination hy Antero Kasanen (Nord. 
med. 61:218-219 [Feb. 5] 1959). In 67.6% the sedi- 
ment was normal on staining, containing less than 
four leukocytes per high-power field. In 16.8% the 
nonsterile specimens gave the same results as 
sterile control specimens, and in only 15.6% did 
the nonsterile specimens give a positive result 
which was not verified by sterile control. Because 
of the risk of infection at catheterization the non- 
sterile specimen was recommended for routine use. 
Only those showing positive results should be 
catheterized, in the author’s opinion. 


Funnel Chest.—If reconstruction of a funnel chest 
is considered indicated, operation should be per- 
formed early, since it is easier in younger patients, 
according to V. Paltia and co-workers (Acta chir. 
scandinav. 116:90-98, 1958/1959). The authors 
treated 70 patients by a method whose main fea- 
tures were transverse incision, freeing of the origin 
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of the pectoral muscles, subperichondrial resection 
of the deformed costal cartilages, division of the 
xiphisternal joint, stripping of the posterior sur- 
face of the sternum, and stabilization by means 
of a metal strut introduced through the sternum 
with its ends resting on the costal stumps. The 
strut was removed after three months. The mor- 
tality was nil. Pneumothorax occurred as a compli- 
cation in 11 patients and wound infection in 7. 
Because of a shift in position the strut was re- 
moved less than six weeks after the operation in 
10 cases. The result, as estimated either at the 
removal of the strut or later, was considered good 
or satisfactory in more than 90%, 


GERMANY 


Vitamin C Levels.—Czok and Bramsel (Klin. 
Wcehnschr. 37:195, 1959) determined the plasma 
vitamin C level in about 1,200 men and women. 
The object of these trials was to discover (1) sea- 
sonal variations in the vitamin C level and the 
occurrence of maximum and minimum levels, (2) 
whether the average vitamin C level in men is 
different from that in women, and (3) whether 
the vitamin C level of the persons investigated 
was satisfactory. Significant seasonal variations in 
the plasma levels of vitamin C were clearly estab- 
lished, minimum values being observed in May 
and maximum values in August. On the average, 
women had a vitamin C level of 0.97 mg.%, while 
in men the level was about 0.65 mg.%. The au- 
thors established a functional relationship between 
the vitamin C level and the vitamin C intake, 
whereby a daily intake of the recommended 75 mg. 
of vitamin C produced a plasma level of 0.85 mg.%. 
Assuming this to be a standard level, the tests 
showed that 65% of the men and 40% of the 
women had subnormal levels. It was concluded 
that the vitamin C intake of a large proportion of 
the West German population was less than 75 mg. 
daily. 


Serum Lipid Levels.—Metabolic factors influence 
the pathogenesis of arteriosclerosis. As we grow 
older more and more lipids are deposited inside 
the artery walls. Hyalinosis, lipidosis, and calcino- 
sis are three interrelated processes occurring in 
arteriosclerosis. Blood lipid values tend to increase 
in old age, but the increase in the concentration 
of lipids in the blood is not always concurrent with 
the changes in the walls of the vessels. Irrespective 
of the significance one may ascribe to serum lipid 
concentrations for the development of arterioscle- 
rotic changes, the following facts cannot be ig- 
nored: Arteriosclerosis will appear earlier and in 
more severe form with diseases involving increased 
serum lipid and especially cholesterol levels, e. g., 
diabetes, nephrotic syndrome, hypothyroidism, and 
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idiopathic hyperlipidemia or hypercholesteremia. 
The aging human being shows about the same 
tendency toward hypercholesteremia as toward 
arteriosclerosis. 

The great scientific significance of metabolism 
for arteriosclerotic research justifies closer exami- 
nation of the problem of controlling hyperlipidemia 
and hypercholesteremia. In the field of endocrine 
therapy estrogens and thyroid hormones have met 
with great interest. Experiments carried out by 
F. A. Pezold (Arztl. Wchnschr. 14:125, 1959) 
showed that by oral administration of suitable doses 
of triiodothyronine the serum cholesterol concen- 
tration could be lowered. Such tests in humans, 
however, do not supply conclusive evidence as to 
whether it will be possible effectively to reduce 
lipid infiltration of the atheromatous vessel walls, 
as observed in the high cholesterol intake sclerosis 
of suitable laboratory animals. 


NEW ZEALAND 


Breast Feeding.—In the New Zealand Medical Jour- 
nal (57:539 [Dec.] 1958) Drs. Deem and McGeorge 
reported that of 892 patients admitted to the Queen 
Mary Maternity Hospital, Dunedin, 76% left the 
hospital fully breast feeding, 14.8% partially breast 
feeding, and 9.2% bottle feeding their babies. Pri- 
mary failure of lactation accounted for almost 
one-half the cases of artificial feeding on discharge. 
The various factors leading to later weaning were 
analyzed. Overdistention of the breasts was found 
to depend mainly on the volume of milk secreted 
and the elasticity of the breast tissue. Manual 
expression of the residual milk at the conclusion 
of each feeding, by ensuring more adequate empty- 
ing of the breasts, prevented the development of 
excessive milk tension in most patients with elastic 
breast tissue. A certain proportion of women had 
small, inelastic breasts which were liable to be- 
come overdistended, despite their milk production 
being inadequate to the needs of the infant. Man- 
ual expression also provided a means of estimating 
the total available milk production on the 4th, 7th, 
and 10th days of the puerperium. 

It was found that the amount of milk taken by the 
infant was related directly both to his birth-weight 
and to the amount of milk available in the breasts 
and that of these two factors adequate milk pro- 
duction was the more important. An easy intro- 
duction to breast feeding on the occasion of the 
first pregnancy is most important as an encour- 
agement to its continuation in subsequent preg- 
nancies. Conversely, discomfort on the first occa- 
sion is likely to lead to subsequent antipathy to the 
procedure. It is important to realize that breast 
feeding is not an end in itself. Its object is to insure 
the best possible start in life for the infant, and 
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when it becomes inadequate or difficult there 
should be no hesitation in changing to artificial 
feeding. 


Hydatid Disease.—Dr. Foster (New Zealand M. J. 
57:562 [Dec.] 1958) stated that the per capita in- 
cidence of hydatid disease is probably higher in 
New Zealand than in any other country in the 
world. As a cause of death it is nearly three times 
as common in New Zealand as in Australia. The 
New Zealand figure is 20 times greater than that 
for England and Wales, 78 times greater than that 
for Scotland, and 125 times greater than that for 
the United States. In New Zealand the average 
number of cases reported per year is 87. In a series 
of 902 patients the liver was involved in 431 
(47.8%) and the lungs in 329 (36.5%). The third 
most common site was the abdominal wall, with 27 
patients (3.0%). For patients under 20 years of age 
the lung was more frequently involved than the 
liver, but for all patients above 20 years of age the 
liver was the more common site. This pattern was 
more marked in the higher age groups. In the 11 
years from 1946 to 1956 there were 156 deaths 
from hydatid disease. A most striking feature was 
that in hospital patients the disease was over six 
times as common in Maori men as it was in Euro- 
pean men, while for women the disease was over 
four times more common in Maoris. It also seemed 
that people living in small towns had a much great- 
er chance of contracting hydatid disease than those 
living elsewhere. The fact that the rates for forestry 
workers were higher than those for farm workers is 
somewhat surprising when it is remembered that a 
close association with dogs which are fed on raw 
sheep offal is generally considered to be the princi- 
pal mode of transmission. 


Mitral Surgery.—Drs. Borrie and Campbell (New 
Zealand M. J. 57:571 [Dec.] 1958) reported a series 
of 20 cardiac operations (17 mitral valvotomies in 
16 patients, 2 explorations in patients with mitral 
regurgitation, and a successful cardiac massage for 
cardiac arrest during induction of anesthesia). Pa- 
tients with pure mitral stenosis subjected to mitral 
valvotomy ranged in age from 15 to 58 years. Three 
of the patients were three to seven months pregnant. 
The outcome was successful, thus showing that if it 
is required for medical reasons valvotomy can be 
accomplished without any ill-effect as late as the 
28th week of pregnancy. It removes a circulatory 
obstruction which might precipitate acute pulmo- 
nary edema at the onset of labor. Cardiac arrest oc- 
curred during induction of anesthesia in one patient 
and was successfully treated by transabdominal 
cardiac compression. A successful valvotomy was 
performed two months later. Restenosis occurred 
in one patient, necessitating a second valvotomy. 

There were no operative deaths in the group of 
patients with pure mitral stenosis. There were 
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three late deaths, one occurring 9 months and two 
27 months after operation. The remaining 13 pa- 
tients were well when last seen, had a greatly in- 
creased tolerance for effort, required no further 
treatment, and were considered to have achieved 
satisfactory results. The two patients explored had 
severe mitral regurgitation with heart failure. One 
had a cusp deformity of the posterior commissure. 
Despite successful splitting of the anterior com- 
missure her regurgitation persisted and she died 
eight hours after operation. The other had a wide- 
ly dilated valve ring with severe regurgitation. This 
finding formed the basis of experimental work on 
sheep to narrow the mitral ring by placing a cir- 
cumferential suture around the mitral ring. These 
experiments, conducted in 1953 and 1954, evolved 
a method which was discovered independently and 
simultaneously by Davila and Glover of Philadel- 
phia and has been successfully applied by them to 
human beings. 


Whooping Cough Immunization.—Dr. Aicking 
(New Zealand M. J. 57:633 [Dec.] 1958) stated 
that immunization against whooping cough has 
been the subject of prolonged widespread contro- 
versy since it was first described by Nicolle and 
Conor in 1909. Deaths from whooping cough in 
New Zealand in recent years have exceeded those 
from diphtheria, scarlet fever, measles, and small- 
pox combined. The disease causes more childhood 
deaths than any other single communicable disease. 
The authors sent 540 questionnaires to parents of 
children in the 6-to-7-year age group in the Dune- 
din area, 460 of which were returned. The follow- 
ing conclusions were drawn: The incidence of 
whooping cough in Dunedin since 1950 was less 
than 25% in children up to 7 years of age. This 
was much lower than figures generally quoted in 
other countries and was only about 33% of the 
incidence reported in Dunedin in 1933. Almost 70% 
of childrer in the community had received some 
immunization against whooping cough. All but a 
few had had combined vaccine. Only 50%, how- 
ever, had received a full course of vaccine. 

The age of immunization was fairly satisfactory, 
70% receiving it before their first and 90% before 
their second birthday. The value of immunization 
seemed clear-cut. Nonimmunized children showed 
an incidence of whooping cough 3.5 times greater 
than that of those who had been fully immunized. 
Unimmunized children were twice as likely to de- 
velop whooping cough after close exposure to oth- 
er cases. Children receiving only two immunizing 
injections had an incidence double that of children 
receiving three injections. This indicates the impor- 
tance of the third injection. There was some evi- 
dence to suggest that immunity tends to decrease 
two years after immunization. If this is true, an 
earlier booster shot might be of value. 
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Poliomyelitis Immunization.—Parkins and co-work- 
ers studied the effect of a third or booster dose of 
poliomyelitis vaccine in a group of 80 infants who 
at the time of the primary immunization were aged 
10 weeks or less (Brit. M. J. 1:680, 1959). The booster 
dose was given 10 to 12 months after the primary 
immunization. In 17 of the 80 a rise in antibody titer 
occurred between the primary immunization and 
the booster dose, suggesting that these infants be- 
came infected with poliomyelitis in this period. 
They were excluded from the assessment of the 
effects of the booster dose. Infants who showed an 
increase in antibody level after primary immuniza- 
tion responded to the booster dose, but they had 
low levels of antibody transmitted from the mother. 
Those who had high antibody levels at birth and 
gave no primary response did not react to the 
booster dose at 10 to 12 months. Some with inter- 
mediate levels of maternal antibody who had not 
reacted to the primary immunization did so when 
the booster dose was given. Evidently they were 
immunized by their first dose, but the rise in titer 
was masked by the maternal antibody. 

Generally speaking, those infants who were im- 
munized when 10 weeks old responded better to the 
booster dose than those given primary immunization 
at between 1 and 6 weeks. These observations 
showed that the immunization of infants against 
poliomyelitis in the first 10 weeks of life was un- 
satisfactory. This was particularly true of the re- 
sponse to type 1 virus. The authors believed that 
the earliest age for mass immunization against 
poliomyelitis should be 6 to 9 months. 


Psychiatric Research Urged.—The government 
should enable more scientists to embark on mental 
health research work, according to lan T. Hender- 
son, who spoke at the annual meeting of the Mental 
Health Research Fund in London. In four years 
the fund has made grants to 48 research workers. 
The quality of applicants for grants is high and the 
competition keen, but at present a research career 
in mental health offers few opportunities and re- 
wards. Although mental patients fill one-half the 
hospital beds in Great Britain, the volume of re- 
search in this field is meager compared to other 
branches of medical research. 


Shortage of Chiropodists.—Statutory registration 
for chiropodists is more than ever necessary, ac- 
cording to a spokesman for the Society of Chiropo- 
dists, if enough qualified men and women are to be 
available to run the new National Health Service 
foot clinics. Freedom for local health authorities to 
start such clinics was announced by the Minister of 
Health. It will be difficult, however, to find enough 
qualified people to staff the new clinics. The few 
local authorities who already have such services 
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have great difficulty in recruiting trained chiropo- 
dists. About 90% of the qualified members of the 
profession are private practitioners. It might be 
better to leave them as such and to have patients 
in need of chiropody obtain it through their family 
doctors. The new service should be based firmly 
on medical need. The patient suffering from dia- 
betes or some other disorder should be given pri- 
ority over the healthy woman with corns which, 
though admittedly painful, are due purely to “shoe- 
vanity.” The physically handicapped, for whom the 
Minister recommends priority, will need to be 
closely defined, otherwise a full national service 
will be attempted, and there are neither the per- 
sonnel nor the facilities for it. 

Establishment of foot clinics on a country-wide 
basis would involve heavy expenditure in buildings, 
equipment, and staff. It is doubtful how many 
chiropodists in private practice would be prepared 
to abandon their practices to staff the new clinics. 
Much pioneer work in the provision of chiropody 
for the elderly has been done by voluntary organi- 
zations. After April 1, 1959, local health authorities 
were free to contribute to the funds of such organi- 
zations for the purpose of providing foot treatment 
for the elderly. The chiropody service was criti- 
cized by the National Corporation for the Care of 
Old People, because the patient could not go to the 
chiropodist of his choice, and there might not be 
enough clinics in some areas. No mention has been 
made of a domiciliary service, and for the aged this 
would be an important aspect. Many elderly peo- 
ple are housebound, sometimes largely because of 
the condition of their feet. A special scheme for 
domiciliary chiropody was tried in Dorset. The 
cost of a service for older people would be about 
$4,900,000 a year. This is not unduly large if it 
keeps older people mobile and independent. 


Hospital Construction Plans.—Britain’s physicians 
are pressing the government to embark on a 10-year 
plan of new hospital building costing 2.1 billion 
dollars. The scheme is the work of two surgeons, 
Mr. A. Lawrence Abel and Mr. Walpole Lewin 
(British Medical Journal, supplement, April 4, 
1959). It is not so much more beds or more staff 
that are required, but up-to-date buildings con- 
structed for present-day medicine and not for medi- 
cine of 100 years ago. The General Medical Serv- 
ices Committee, which negotiates for the 20,000 
general practitioners in the National Health Serv- 
ice (NHS), urges increased access of general prac- 
titioners to hospital beds. Before the government is 
approached the report will be considered at the 
British Medical Association’s annual meeting in 
Edinburgh in July. 

The cost of the NHS is a constant worry, but 
people are beginning to recognize the fact that 
some of this cost is due to the enforced and un- 
economic use of outworn buildings. Cheap build- 
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ings and temporary constructions prove extremely 
costly to maintain. It has been estimated that 
$2,800,000 spent on modernization schemes in- 
volves an extra $1,120,000 in subsequent running 
costs, whereas $2,800,000 spent on new hospital 
building leads to only $420,000 extra in running 
costs. 

Since everything cannot be done at once, the 
first priority would seem to be to insure that in 
every large population area there is one efficient 
general hospital with a 24-hour resident medical 
and nursing staff. Although we need new hospitals, 
this does not necessarily mean that we need more 
hospitals. It may be that more old hospitals need to 
be pulled down than new ones built. New towns 
where there are no hospital services should have 
first priority. Old people's homes, more home 
nurses, and other services for the elderly could 
reduce the demand for hospital beds. Some pa- 
tients do not require full nursing facilities, and for 
them a special wing should be run more on hotel 
lines, with a cafeteria and only basic supervision. 


New Fellows of the Royal Society.—Among the 22 
new fellows of the Royal Society are several phy- 
sicians. Dr. J. F. Tait and his wife were elected 
fellows in recognition of their work on adreno- 
cortical hormones. In 1952 they discovered al- 
dosterone by chromatographic fractionation of the 
adrenal cortex. Prof. Franz Bergel was given the 
fellowship for his work on synthetic organic com- 
pounds in the fields of vitamins and cancer. His 
early work was on the chemistry of aneurine, 
riboflavin, pyridoxine, lysergic acid, and anticho- 
linesterases. More recently he has been engaged 
in the synthesis of cytotoxic drugs for the treatment 
of malignant disease. Dr. D. W. Henderson was 
elected in recognition of his investigations on the 
transmission of organisms causing respiratory dis- 
ease in experimental animals. His work has thrown 
light on the size of infecting particles and the 
spread of infection. Dr. Ann Bishop received her 
fellowship for contributions on drug resistance in 
the chemotherapy of malaria. Dr. R. D. Keynes 
was elected for his investigations on the transmis- 
sion of nervous impulses. Drs. F. H. Crick and 
M. F. Wilkins have been working on the molecular 
structure of desoxyribonucleic acid and the protein 
molecule. 


Medical Students on Medical Education.—In one of 
the papers in the final examination in medicine at 
Manchester University, the candidates had a choice 
of one of six essay questions. Black analyzed the 
essays written on the subject of improvement in 
medical education (Lancet 1:673, 1959). The stu- 
dents demanded a broad general education, in- 
cluding languages, and a firm grounding in science. 
The course in anatomy came under fire. The com- 
monest complaint was that principles were lost in 
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a mass of detail, and it was suggested that dissec- 
tion could largely be demonstrated rather than per- 
formed. If this were done the preclinical course 
could be shortened, provided applied anatomy and 
physiology were taught in the clinical period. Some 
students stressed the importance of surface anat- 
omy; others saw no reason why medical students 
should learn any more anatomy than students of 
physiotherapy or even nursing. 

Suggestions were made that teaching and exami- 
nations in pathology, bacteriology, and pharmacol- 
ogy should be completed in an extended preclinical 
period. Some students thought that the emphasis 
in pharmacology should be laid more on practical 
therapeutics. Nearly all the students considered 
that opportunities for residence in or near the hos- 
pital should be increased, so that more emergency 
work and practical procedures could be performed. 
It was generally thought that students should be 
given more responsibility with the patients. There 
was some difference of opinion as to the most suit- 
able time for demonstrating physical signs. Some 
thought that these should be learned as soon as 
possible; for example, during the first clinical ap- 
pointment. 

Another majority opinion was that much more 
time should be given to training in general practice. 
Three months of work with a general practitioner 
was suggested. According to some students more 
emphasis should be placed on instruction on sexual 
matters and the study of mental disease and drug 
addiction. It was suggested that attendance at lec- 
tures should be voluntary and that many of the 
lectures should be replaced by a tutorial system. One 
of the most revolutionary suggestions was that all 
examinations should be replaced by tutors’ reports. 


Siamese Twins Separated.—Siamese twins, joined 
by the crowns of their heads, were successfully 
separated by a neurosurgical team headed by 
Dr. J. O'Connell, at St. Bartholomew's Hospital, 
London. The twins were two of triplets born in 
May, 1958. Preliminary radiologic investigations 
were made to determine the position of the main 
blood vessels in the brains of the two infants. The 
chief difficulty, which had been foreseen, was the 
anatomic arrangement of the cerebral vessels and 
the possibility of hemorrhage from them during 
and after the separation. A preliminary operation 
was performed to fashion skin flaps to enclose the 
separated heads. Some freeze-dried dura mater to 
cover the separated brains was flown to the hos- 
pital from the United States Naval Medical Center 
at Bethesda, Md. The final operation took nine and 
one-half hours. The babies were given daily physio- 
therapy before the operation, as their union had 
prevented them from making many of the move- 
ments normal in infancy. The infants survived the 
operation. Their heads, however, became heavily 
infected, and one of them developed meningitis 
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12 days later. This was controlled by chemother- 
apy. Should the infants eventually survive they 
will wear caps of reinforced material, like motor- 
cyclists’ crash helmets, to protect the brain until 
the skull stops growing. Then they will be pro- 
vided with metal skull plates of tantalum or 
Vitallium. 


Anticoagulant Therapy After Cardiac Infarction.— 
The Medical Research Council (MRC) conducted 
a controlled clinical trial to assess the value of long- 
term administration of anticoagulants after a car- 
diac infarction (Brit. M. J. 1:803, 1959). Although 
there are many reports in the world literature there 
have been few controlled trials, and most of the 
pioneer studies can be criticized because of the 
heterogeneity of the clinical material, the use of 
“historical” controls with inadequate matching, fail- 
ure to use strictly random series of patients, and 
failure to take into account both timing and dura- 
tion of the period of exposure to the risk of recur- 
rent infarction and death during the follow-up of 
the groups being compared. In the MRC trial 383 
patients who had recovered from the acute phase 
of a cardiac infarction of defined severity were 
classified according to their previous infarct history 
and allocated at random in a hospital center to one 
of two groups. The patients of one group were 
given the anticoagulant phenindione in doses large 
enough to increase the prothrombin time (measured 
by Quick’s one-stage method) by 2 to 2.5 times. The 
other control group received tablets of similar shape 
and size but containing only 1 mg. of the anticoag- 
ulant, which is a therapeutically ineffective dose. 

Both groups of patients were seen at regular 
intervals of two to three weeks and clinically 
assessed more fully by radiologic and electrocar- 
diographic methods every three months. Rigid 
diagnostic criteria governed inclusion in the trial. 
Q-wave evidence of infarction was essential. The 
age range was from 40 to 69 years, and treatment 
began within a month of the diagnosis of infarction. 
Patients who had recovered from the acute phase 
of a cardiac infarction of defined severity were 
subdivided according to their previous infarct his- 
tory and then randomly allocated to one of the 
groups. Patients were excluded from the trial if 
they had any nonvascular condition likely to cause 
death within two years; if they had had a hemor- 
rhage from any cause in the previous six months; 
or if they suffered from malignant hypertension, 
peptic ulcer, valvular heart disease, cardiac failure, 
or syphilis. Patients taking large doses of sali- 
cylates, which affect the prothrombin time, were 
also excluded. 

Three indexes of the effectiveness of treatment 
were used, namely, death from all causes from 
cardiovascular disease in general and from recur- 
rent myocardial infarction in particular; frequency 
of myocardial reinfarction of varying degrees of 
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severity; and subsidiary data on return to work and 
the presence or absence of anginal pain or dyspnea 
at the time of the last examination. The follow-up 
period was one to three years. Of the men in the 
control group 18% and in the group treated with 
phenindione 10% died during the follow-up period. 
The difference was not statistically significant. The 
corresponding figures for women were 17 and 11%, 
also not significant because of the small numbers. 
When infarcts serious enough to cause permanent 
withdrawal from the trial were added to deaths as 
a combined index of therapeutic success or failure, 
there was a significant reduction in their frequency 
in men, particularly in those under 55 years of age 
receiving the therapeutic dose of the drug. Under 
the age of 55 treated men suffered recurrent infarc- 
tions at only 20% of the rate of the controls, and 
over that age the rate was halved in the treated 
group. The difference in the death rate in the 
treated and untreated groups was most evident in 
the first six months of the follow-up period. The 
disparity in the reinfarction rate was maintained 
for at least two years and persisted longer in the 
treated men than in those of the control group who 
returned to work. As would be expected there were 
more hemorrhagic complications in those receiving 
therapeutic doses of phenindione than in the con- 
trols. 


Radioisotopes in Drinking Water.—The fall-out of 
radioactive strontium and radioactive cesium in 
rain has been measured for the last five years, but 
not much is known about its effects on the supplies 
of public drinking water. The Atomic Energy Re- 
search Establishment at Harwell published the 
results of some preliminary investigations which 
show how these isotopes have penetrated certain 
drinking water sources (Preliminary Survey of 
Radio-Strontium and Radio-Cesium in Drinking 
Water in United Kingdom, Her Majesty’s Station- 
ery Office, 1959). Tests were made of lake waters in 
seven large areas (Liverpool, Manchester, Leeds, 
Birmingham, Cardiff, Glasgow, and mid-Northamp- 
tonshire). The mean level of Sr*°’ in these waters 
was 0.45 puc per liter, which represented about 15% 
of the content of rain water at that time. There 
were differing ratios between Sr*® and Sr°° which 
reflected the effect of reservoir storage on the age 
of the water. River sources supplying Coventry, 
Oxford, and London had a mean Sr*° content of 
0.24 pyc per liter, or about 10% of that of the rain 
water. Well waters supplying Wolverhampton, 
Cambridge, and Brighton had very low values for 
Sr°*’-less than 0.01 pyc per liter. This was less than 
1% of that in rain. The highest level of radioactive 
cesium was in river water. If the ordinary person 
drinks 1.5 liters of fluid daily, these lake and river 
waters would contribute an extra 10% of Sr®° to the 
diet. The contribution of well waters would be 
negligible. 
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CORRESPONDENCE 


TREATMENT OF GONORRHEA 


To the Editor:—A story in the New York Times, 
March 7, is based on the article “Failure of Peni- 
cillin in Treatment of Acute Gonorrhea in Ameri- 
can Troops in Korea,” by Capt. Ernst Epstein, in 
THE JourNAL, March 7, 1959. THe JourRNAL reached 
me on March 10, 1959. I should like to comment 
on the article. 

Penicillin-resistant urethritis due to proved Neis- 
seria gonorrhoeae is nonexistent. This holds for 
every place in the world; I have visited practically 
every capital and many not so important centers 
on the six continents and Japan. Urethritis resisting 
adequate dosage of penicillin was not, and the 
persistent discharge after adequate dosage of peni- 
cillin is not, due to gonococci. Adequate penicillin 
dosage consists of injection of the content of a 
vial of procaine penicillin G in oil with 2% alumi- 
num monostearate, labeled as containing 3 million 
units. A variation to 10% at the time of bottling 
is permitted. Laboratory and clinical bases sustain 
this practice. Warfield Garson, M.D., in his paper 
on “Evaluation of Gonorrheal Therapy,” presented 
at the U. S. Public Health Service Venereal Dis- 
ease Seminar at Detroit, Feb. 20, 1957, said: “I 
cannot resist the temptation to bring to your atten- 
tion the fact that those organisms showing a sensi- 
tivity above 0.2 [units per ml.] would be potential 
treatment failures when given the usual 600,000 
units of Bicillin by intramuscular injection. . . . The 
parenteral use of 1.2 million units of Bicillin (All 
Purpose) will, on the other hand, give a level in 
excess of the highest in vitro minimum inhibitory 
concentration of the gonococcus for a period of 
approximately twelve hours and will remain in 
excess of 0.2 units per ml. of serum for at least 
twenty-four hours. . . .” Garson recognizes “the 
dangers involved in assuming in vitro results to be 
necessarily valid in the in vivo situation.” 

Garson quotes Preston and Dunsworth: “These 
authors, working at the County Health Department 
in Columbia, S. C., undertook to find the reason 
for high treatment failure rate of gonorrhea in 
females. . . . They conclude that 1.8 million units of 
PAM is necessary for an acceptable rate of cure 
of gonorrhea in females. . . . It was demonstrated 
that penicillin when applied to the inedium (HeLa 
cells and rabbit fibroblasts) would kill the extra- 
cellular gonococci but would not affect the intra- 
cellular organisms.” Garson is certain from the re- 
sults of the laboratory and clinical findings that 
“we should raise our dosage sights for the routine 
treatment of gonorrhea, at least in females.” 

Captain Epstein writes: “The fact that bacterial 
culture studies were not done will no doubt be 
held by some as contributing to failure to estab- 
lish the diagnosis.” Work by Durel and others in 
Paris, reported in French publications, proves that 
urethritis in the male is associated with diplococci 


identified by fermentation tests as Neisseria menin- 
gitidis and the little known Neisseria pharyngis sicca 
(at least two types). Neisseria catarrhalis and Dip- 
lococcus crassus are found in urethritis of the male. 
The dictum of 1939 is condensed in the sentence: 
“A gram negative diplococcus present in the dis- 
charges from an acute purulent urethritis is the 
gonococcus.” This concept is neither accepted nor 
acceptable in 1959! 

Epstein’s paper has this provocative paragraph: 
“It should be pointed out that reinfection cannot 
possibly explain treatment failures in patients in 
whom N. gonorrhoeae [only on morphologic and 
tinctorial evidence—H. G.] was demonstrated in 
the discharge while the patient was on penicillin 
treatment. The daily dose of penicillin used is sev- 
eral times as great as the amount needed for effec- 
tive prophylaxis of gonorrhea.” 

It is recognized that N. catarrhalis, N. pharyngis 
sicca, and D. crassus do not respond to any dosage 
of penicillin. Experience everywhere proves that 
no one of the modern antibiotics destroys nonbac- 
terial causes of urethritis in the male. They are in 
the domain of the urologist. 

I am often asked, in distant geographical areas, 
to discuss failure of penicillin therapy in the treat- 
ment of urethritis. Laboratory studies in these areas 
do not include the fermentation tests for biological 
properties of the neisseriae. Hence, the title of 
Epstein’s paper should be “Failure of Penicillin in 
the Treatment of Acute Urethritis.” Reference to 
N. gonorrhoeae as the cause of penicillin-resistant 
urethritis should be deleted. 

I deplore the prepublication newspaper accounts 
based on the article in THe JournaL. The damage 
is beyond estimate. The hopes of thousands of 
infected persons rightfully entitled to adequate 
dosage of penicillin, dashed to the ground, can be 
restored by competent discussion and equal pub- 
licity in the nonmedical press. 


HERMAN GoopMan, M.D. 
18 E. 89th St. 
New York 28. 


To the Editor:—Dr. Goodman’s letter raises several 
points which I would like to answer. I have ques- 
tioned dozens of military physicians in Korea and 
Japan, and everyone who had personal experience 
in treating gonorrhea commented on the problem 
of penicillin treatment failures. Curtis and Wilkin- 
son (Brit. J. Ven. Dis. 34:70-82 [June] 1958) docu- 
ment their experience with the bacteriology of peni- 
cillin failures in gonorrhea. Their studies, as well 
as the discussion appended to the paper, indicate 
that penicillin-resistant cases of gonorrhea are be- 
ing encountered in Britain. Bernstein, of the 406th 
Medical General Laboratory at Camp Zama, Ja- 
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pan has intensively investigated the bacteriology 
of penicillin treatment failures. Using rigid labora- 
tory criteria he proved that these were indeed 
Neisseria gonorrhoeae infections and that the in 
vitro penicillin sensitivity of these strains was defi- 
nitely, although moderately, elevated. 

By measuring in vivo penicillin blood levels, 
Bernstein showed that the usual penicillin sched- 
ules failed to produce bactericidal penicillin levels 
against resistant strains. He suggested more mas- 
sive amounts and recommended that 900,000 units 
of aqueous suspension of procaine penicillin G be 
given in each of two daily injections, three hours 
apart, for three days—a total of 5,400,000 units. 
This regimen has been very successful. Kern treated 
more than 50 consecutive patients in this manner 
with but one failure. Grosshandler increased Bern- 
stein’s schedule to 1,200,000 units at each injection 
and had no failures in a series of about 70 patients 
with gonorrhea. 

I treated 85 consecutive patients who had gonor- 
rhea with an aqueous suspension of crystalline pro- 
caine penicillin G alternately by one of three meth- 
ods: (1) 600,000 units daily for five days (29 
patients); (2) 600,000 units twice daily, 12 hours 
apart, for five days (28 patients); and (3) 900,000 
units twice daily, 3 hours apart, for three days (28 
patients). There were four failures in group 1 
(14%) and four failures in group 2 (14%), but in 
group 3 there was only one failure (4%). While 
not statistically overpowering, these results agree 
with those of others and indicate that if high 
enough penicillin blood levels are achieved, peni- 
cillin failures are infrequent. 

Dr. Goodman believes that the cases of penicillin 
failure are actually cases of nongonorrheal ure- 
thritis misdiagnosed as gonorrhea. He notes that 
the factors causing nongonorrheal urethritis do not 
respond to penicillin. With this I agree. If we are 
misdiagnosing nongonorrheal urethritis as gonor- 
rhea, increasing the amount of penicillin should 
have no effect on the failure rate. The virtual elimi- 
nation of penicillin failure with massive penicillin 
therapy also eliminates Dr. Goodman’s explanation. 

The purpose of my paper was to call attention 
to a phenomenon which had not been adequately 
reported in the literature. It was carefully pointed 
out that the failures occurred with penicillin dos- 
ages generally considered more than adequate. No 
statement was made that other antibiotics were 
to be preferred to penicillin or that penicillin in 
other schedules would not be curative. I still be- 
lieve penicillin to be the drug of choice in treat- 
ment of gonorrhea, and when resistant strains are 
encountered the routine penicillin treatment should 
be modified along the lines recommended by Bern- 
stein. Ideal penicillin schedules in these circum- 
stances remain to be defined. 

Ernst Epstern, M.D. 
807 W. Fifth St. 
Marshfield, Wis. 
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SO YOU HAVE BEEN ELECTED 


A MESSAGE FOR NEW OFFICERS OF 
COUNTY MEDICAL SOCIETIES 


David G. Welton, M.D., Charlotte, N. C. 


You have been honored by the recognition re- 
ceived from your colleagues and your community, 
and you are wondering how to go about the year’s 
activities—what goals to try to attain. Like other 
golden opportunities yours offers a few traps along 
the way. Beware of the attitude of some when 
elected to a high office by colleagues—the belief 
that above all you must avoid conflict and contro- 
versy and have a nice, smooth, pleasant year. This— 
if accomplished—may be pleasant, but it is stagna- 
tion, and in the medical profession we cannot afford 
stagnation. We have never tolerated it scientifically 
and we must not tolerate it in the programs of our 
county societies. This magnificent country was 
neither created for nor built by people who feared 
conflict and controversy. These are unavoidable 
by-products of progress. 

From my own experience there is hardly such a 
thing as a “noncontroversial subject” in a county 
medical society; I found that not all of my col- 
leagues could agree even on the matter of cele- 
brating the 50th anniversary of our society. Con- 
structive projects and programs, when carried out, 
will strengthen you, your society, and organized 
medicine as a whole, in spite of opposition which 
may be encountered along the way. Mr. Ralph 
Cordiner, president of General Electric Corpora- 
tion, recently said, “Civilization is moved forward 
by restless people, not by those who are satisfied 
with things as they are.” This applies perfectly to 
the medical profession today. 

I can say in all earnestness, with no hesitation 
and no exaggeration, that the opportunity ahead 
of you right now, particularly those of you who 
are serving this year as presidents of your societies, 
is the biggest opportunity for service to your col- 
leagues that you will have in your lifetime. More 
can be accomplished at the county level than at 
any other level of organized medicine. The offi- 
cers and staffs of our state and national organiza- 
tions perform chiefly policy-making and administra- 
tive duties and provide materials and technical 
assistance for us to use at the grass-roots level. But 
it is up to us at the county level to put these plans 
and policies into effect and to make a success of 
them. Why? Because we operate on a person-to- 
person basis daily. We have a direct personal rela- 
tionship with each of our colleagues in our respec- 
tive societies and with each of our patients. 

You will soon realize that the honor of being 
president or secretary is paralleled by responsi- 
bility. There are times when you must speak and 
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act in the name of the membership without con- 
sultation. Do not be afraid to do so. Have confi- 
dence in yourself; after all, your colleagues have 
confidence in you, and that is why you have been 
elected. I repeat: serving your county medical so- 
ciety is the finest opportunity for group and com- 
munity service you will ever have; make the most 
of it. Dedicate yourself this year, and set aside 
some time regularly every week for county medical 
society work. 

This means at least one afternoon and one eve- 
ning a week, perhaps more, depending on the size 
of your society and the extent of your program. It 
means time on Sundays, particularly since this is a 
legislative year and you must do some visiting 
with our state legislators. Certainly this will be a 
sacrifice—you will rob most of this time from your 
family, some from your hobbies, and some from 
your practice; but taking this time, investing it 
regularly, and using it productively will make the 
difference between a successful officer with a year 
of accomplishment and a mere figurehead. What 
is the difference if you make a little less money? 
That will mean less tax. What you will gain cannot 
be measured in dollars and is tax-free. Service to 
others is the best protection against monotony and 
selfishness, just as occasional participation in a 
scientific program is insurance against intellectual 
stasis. 

Some of you may be tempted to depend on a 
“one-shot deal” to make your year a success. I 
mean one big effort during one week or one month. 
Let me illustrate by telling you about a Protestant 
minister who was having difficulty filling his church. 
He decided that what would help most would be 
a revival meeting featuring a big name singer. With 
the help of his church leaders he arranged this 
and obtained Tennessee Ernie Ford to sing. Ten- 
nessee Ernie came, the church was filled, and he 
sang a fine program. After he finished “When the 
Roll Is Called up Yonder, I'll Be There,” people 
streamed down to the front and the triumphant 
preacher signed up 200 new members. In an effort 
to meet this competition the Catholic priest across 
the street arranged a similar occasion and obtained 
Perry Como as the big attraction. Again, his church 
was packed and Perry sang a beautiful program, 
closing with “Ave Maria.” Women wept and fainted; 
men and women came forward, and the excited 
father signed up 250 new members. The following 
week these two clergymen were having lunch with 
the rabbi in their town and boasted about their 
recent successes. When the rabbi heard of the 
surprising response they had achieved, he hustled 
back to his office, got busy on the telephone, and 
finally obtained Eddie Fisher for a big evening 
service. Members of his congregation advertised 
and promoted this occasion, and the synagogue was 
packed; people were sitting on the window sills. 
Eddie sang a fine program, closing with “There’s 
a Gold Mine in the Sky,” whereupon one-half of 
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those present left immediately and went to the 
airport. So never put all of your “program eggs” 
into one event. I am confident that you all know 
it will take persistent and consistent effort through- 
out the year to achieve what you ought to and 
want to accomplish. 


Committees 


As an aid to planning, coordinating, and assign- 
ing jobs I have found it convenient to group com- 
mittees as follows: (1) those committees which 
serve your society, (2) those concerned with public 
relations activities, and (3) advisory committees. 

Service to Your Society—The service group in- 
cludes the board of censors and committees for 
orientation of new members, grievance, nominating, 
programming, finance, entertainment, welfare, and 
hospital relations. Your board of censors, which 
passes on new applicants, has a serious responsi- 
bility in checking their credentials, but the job 
should not end there. It should include orientation, 
which means getting the new doctor acquainted 
with the other physicians in your society, with the 
medical facilities in your community, and with the 
general range of fees in your community. This last 
point is especially important. 

Grievance committees have proved their value; 
if your society does not have one, start one. De- 
tailed information about how to do it can be 
obtained from state societies and from your neigh- 
boring societies. 

In all these committee assignments and in the 
organization of your society keep in mind the value 
of continuity. Sometimes this may require a change 
in your bylaws; if so, have them changed. Conti- 
nuity is particularly important in the board of 
censors and the grievance, finance, and public rela- 
tions committees. In order to achieve it it is best 
to have staggered terms of more than one year 
each. This will prevent your starting out each 
year with inexperienced men on important jobs. 

Public Relations.—It is important to have a basic 
public relations committee, plus subcommittees to 
take care of emergency and information service; leg- 
islation and public health; press, radio, and televi- 
sion; insurance; youth service; community fund 
drives; diabetic detection committee; and any spe- 
cial projects that come up. Depending on the size of 
your organization you may set up a subcommittee 
for each of these or you may have to depend on 
members of your single public relations committee 
to take care of one or more of these functions. 

You have just been supplied with a check list 
of public relations activities. Few societies can 
do everything on this list, but you should keep 
increasing the number of these activities in your 
program each year. I would like to pass on to you 
what I consider the best definition of public rela- 
tions, which comes from Mr. William Neal of 
Winston-Salem, N. C., a highly respected leader 
of public relations in the banking industry. “Public 
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relations is doing those things in a continuous and 
organized way which will bring public understand- 
ing, approval, and support. It is based on (1) good 
performance, and (2) effective interpretation.” 
This can be the keystone for your entire society's 
program. 

All of us have been brought up on good per- 
formance; it is the effective interpretation that we 
do not know enough about. In the last few years, 
however, organized medicine has approached this 
matter in a realistic and constructive manner. All 
you have to do now is ask; your state society and 
the American Medical Association will supply you 
with more good material than you can digest. I 
strongly recommend this to every one of you—get 
a little indigestion this way. We must not sit back 
now and let the wind blow, ignoring attacks on us. 
Likewise, the defensive is a poor position in the 
public’s eye. We must take a positive stand and 
cooperate with the various mediums which dis- 
seminate information to the public. 

Advisory Committees.—The third group of com- 
mittee functions is served by the advisory group, 
including such things as membership on the boards 
of local chapters of the American Cancer Society, 
the heart associations, the chamber of commerce, 
the women’s auxiliary, Red Cross organizations, and 
local boards of health. 

At first you may ask what business the medical 
society has in all of these organizations. You may 
be reluctant to participate in all of them, but the 
fact is that when one of these groups asks you for 
representation and help, you should be flattered. 
We have all heard a great deal about the loss of 
prestige and respect of the physician in his com- 
munity during the past 30 years; therefore, when 
we get a request like this, it shows that people 
still have a healthy respect for us and look up to 
us, and it is up to us to maintain this desirable 
position by participating and lending a helping 
hand where we can. This will take time, but it will 
be time well invested for everyone concerned. The 
enthusiastic acceptance of such a request is in itself 
a positive public-relations step in the right direc- 
tion, and many times it turns out that you have 
to spend less time than you expected. 

I want to emphasize the importance of an active 
relationship with your local chamber of commerce. 
Remember that the future of private practice in 
this country probably lies in the legislatures of 
our states and in our congress. We have been told 
by experts that we must increase our contacts with 
our legislators. In addition to reaching them in 
organizations of physicians, the impact will be 
increased if we join in the chamber of commerce 
in each of our communities and, through them, the 
United States Chamber of Commerce. This or- 
ganization, locally and nationally, represents all 
business and professional men. In most of the 
social and economic issues facing us businessmen 
agree with us. It will help our position and im- 
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prove the effectiveness of our efforts if we join 
with each chamber of commerce locally and help 
them with their legislative efforts. Join your cham- 
ber of commerce, get your colleagues to join, see 
that you have good executive personnel, and help 
them improve their programs. 


Efficiency and Cooperation 


A word about the actual running of your meet- 
ings: It is important to establish and to maintain 
high organizational morale. Run a well-knit or- 
ganization, what the navy calls a “taut ship.” Keep 
the key men on their toes with frequent contact; 
by putting your time in and working hard regu- 
larly you will inspire them to do the same. You 
must have efficient cooperation in order to get 
results. Go to each meeting with a prepared agenda 
and an order of business conforming to your by- 
laws. Be familiar with each item on the agenda 
before the meeting is called to order; know parlia- 
mentary procedure. Your time and the time of 
each member of your society is valuable; having 
things organized ahead of time will do much to 
prevent aimless discussion and waste of time. 

In looking ahead, I believe your main problem 
is going to be getting a sufficient number of your 
colleagues to work with you. Sir William Osler 
pointed this out many years ago: “By far the most 
dangerous foe we have to fight is apathy—indiffer- 
ence from whatever cause, not from a lack of 
knowledge, but from carelessness, from absorption 
in other pursuits, and from a contempt bred of 
self-satisfaction.” So be prepared for it, do not be 
discouraged by it, and have a plan to meet it. 
Remember, and remind them, “you can’t hit the 
ball with the bat on your shoulder, you've got to 
get out there and swing!” 

In closing I want to emphasize three main 
points: 1. Have a positive program. 2. Get your 
colleagues to work with you. 3. Work hard at 
your program and have some fun while you're 
working. A short verse from Emerson is appropriate: 


Life is too short to waste 

In critic peep or cynic bark, 
Quarrel or reprimand: 

’*Twil soon be dark; 

Up! Mind thine own aim, and 
God speed the mark! 


IN MEMORY OF ALEXANDER 
VON HUMBOLDT 


Walter K. Frankel, M.D., Newark, N. J. 


Alexander von Humboldt, a renowned scientist, 
died 100 years ago on May 6, 1859. Ninety years 
ago the leaders of official, scientific, and intellectual 
circles of the New England states assembled in 
Boston to honor the 100th anniversary of his birth. 
The main speaker at that celebration was Louis 
Agassiz, world-famous American scientist, who had 
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developed in the thoughts and ideas of Goethe and 
von Humboldt. Oliver Wendell Holmes, Harvard’s 
eminent pathologist and man of letters, read a 
long poem on Humboldt, comparing him with Na- 
poleon but giving the laurels to Humboldt whose 
scientific conquests on three continents were peace- 
ful ones; Ralph Waldo Emerson said of Humboldt 
that he had bound together the continents. For 
more than four years he explored the unknown 
parts of Central and South America where he was 
the first to climb the Chimborazo, one of the highest 
mountains of our globe. When he returned to the 
United States from this expedition in 1804 he was 
the honored guest of the President of the United 
States, Thomas Jefferson, at Monticello. A year later 
he stood on top of Mount Vesuvius, beside him one 
of his greatest admirers, the youthful Simon Bolivar, 
who became the great liberador. And 25 years later, 
at the request of his friend Alexander, the Russian 
Czar, Humboldt made his famous 90-day expedition 
from St. Petersburg to the Chinese border and along 
the Himalayas, the Siberian steppes, and the Cas- 
pian Sea back to the Russian capital. As a result of 
this unique scientific expedition Russia established 
meteorological observation stations from the Neva 
to the Bering Strait. 

Humboldt contributed also to scientific medicine. 
In Goettingen he learned anatomy under the great 
anatomist Blumenbach, and in 1797 he published a 
physiological study, “Experiments on_ Irritated 
Muscle and Nerve Fibre with Considerations on 
the Chemical Process of Life in the World of Ani- 
mals and Plants,” in which are enumerated more 
than 4,000 experiments, many of them made on 
himself. In that year he was in Jena, in close contact 
with Goethe and with Schiller who, as a former 
military surgeon, was interested in physiological 
problems. While Humboldt was preparing an ex- 
pedition to the West Indies he again took up the 
study of anatomy. He told a friend that he often 
worked six or seven hours a day under the super- 
vision of Professor Loder, who also was Goethe’s 
instructor in anatomy, dissecting human bodies. 

In his first book after his return from the “equi- 
noctial Americas,” his “Views of Nature,” published 
in 1807, Humboldt reported on quinine from the 
Chinese forests of Loxa, with an impressive history 
of its medical use, and on the use of curare as a 
muscle-paralyzing poison, of which he brought the 
first plants to Europe. In “Kosmos,” his great work 
published in four volumes between 1845 and 1858, 
and finished one year before his death, he gave a 
historical review of the development of Arabian 
medicine from the 10th to the 15th centuries. 

Goethe often pointed out how Humboldt stimu- 
lated his own scientific studies—many of them in 
the field of medicine—but the great influence of 
Goethe on Humboldt was acknowledged in a letter 
in which he said that “in the forest of the Amazone 
River as well as on the crest of the high Andes” 
through Goethe’s ideas he “became elevated, nearly 
provided with new organs.” 
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MEETING OF THE AMERICAN 
COLLEGE OF PHYSICIANS 


At the Chicago meeting in April the American 
College of Physicians for the first time in its history 
held a special symposium, not primarily for doctors, 
but for about 200 business executives and commu- 
nity leaders. One purpose of this symposium was 
to acquaint these lay leaders with the functions of 
the internist, a specialist whose professional qualifi- 
cations and procedures are not generally as well 
understood as those of, for example, the surgeon 
or the dermatologist. The subject was “The Care 
and Preservation of the American Executive.” 
Dwight L. Wilbur, president of the college, was 
moderator. Dr. Walter L. Palmer, Chicago, out- 
lined the benefits derived from medical research in 
the last 25 years. 

Dr. William C. Menninger, Topeka, Kan., speak- 
ing on emotional disturbances said that hate in the 
form of resentment, selfishness, and jealousy causes 
most of the world’s troubles. Our mental health 
depends on how we individually handle these emo- 
tions. Although we cannot always rise above our 
hatreds we should not let them dominate our lives. 
To do so is to become trapped in the pursuit of 
unimportant goals from which no real satisfaction 
can be derived. Other important factors in mental 
health are having a hobby you get real fun out of, 
taking pride in your work, and having in addition 
to your work a constructive mission so big that it 
cannot possibly be completed in your lifetime. 
Whether we like to admit it or not, we must strive 
for security throughout our lives; if we achieve it 
too completely, we will lose our zest for life. 

Dr. Chester M. Jones, Boston, said that about 
0.4% of the adults in the United States now have 
some form of cancer and 25% of them will have it 
at some time in their lives. He predicted that steady 
progress in both the prevention and the treatment 
of cancer would be made. Dr. Irvine H. Page, 
Cleveland, said that to avoid a heart attack the 
average executive should get more physical exer- 
cise, avoid overweight, and take steps with the ad- 
vice of his doctor to reduce his blood pressure if it 
is abnormally high. He advised that we avoid ex- 
cesses but not miss anything. 

Dr. Henry L. Bockus, Philadelphia, urged execu- 
tives to be more alert to early signs of mental 
fatigue which can lead to premature senility in 
themselves and their junior assistants. He wished 
to revise the oft-heard statement that a man is as 
old as his arteries to read, a man is as old as his 
weakest vital organ. With regard to forced retire- 
ment he said that no one should ever retire from 
an active interest in service to others, in the life of 
the community in which he lives, and in the occu- 
pation to which he has devoted the major part of 
his life. The symposium was received with such 
enthusiasm that it may become a regular feature 
of these meetings. 
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THE LEISURE CORNER 


COLLECTING WALKING CANES 


The collecting of walking canes is a fascinating 
hobby. Private collections of canes usually average 
from 25 to 50 sticks but often run into the hundreds. 
The hobbyist’s interest in a particular cane will 
center on its origin, the manner in which it was 
obtained, the material of which it is made, or the 
history of its former ownership. The cane collector 
may have inherited the object of his pride, received 
it as a gift, or made it himself. 

An unofficial cane census for the United States 
taken not many years ago revealed that there are 
more than 5,000 canes in private collection, more 
than 10,000 in museums, and several million in 
actual daily use. No doubt the number has in- 
creased considerably since the estimation. Of 
course, canes are most helpful to persons tempo- 
rarily or permanently disabled; but the universal 
appeal of the walking cane lies in its leisure use. 

The word “cane,” incidentally, was first applied 
to the walking stick about 1540, when a cane was 
made, “garnished with gold having a perfume con- 
tainer in the top” as well as other conveniences. 
Many certuries before there were evolved from 
the cave man’s club different staves, from 5 to 6 ft. 
in length, including the shepherd’s staff for guiding 
and directing straying sheep, the pastoral staff 
which served as an emblem of episcopal authority, 
and the pilgrim’s staff, with a knob placed in the 
middle for a grip. Gradually, the length of the staff 
was reduced so that the holder could grip it at 
the top, and as a result cane makers began to make 
attractive handles of porcelain, ivory, and such 
costly metals as gold and silver. 

Next the inventive cane makers devised con- 
veniences to be concealed within the handles, such 
as weapons, spectacles, and perfume and medicine 
bottles. Sword or dagger canes found immediate 
favor with some sportsmen, as did gun or pistol 
canes. The decanter cane, which had wide appeal, 
was hollow inside and fitted with a glass tube in 
which a quart of liquor could be stored. From 
County Wicklow in Ireland came the shillelagh, 
a blackthorn sapling with a crooked root-knot for 
the grip, ornamented with a picturesque array of 
wart-like lumps. 

Every country on earth has an indigenous cane. 
An artistically carved olive wood cane, with a camel’s 
head for a handle, comes from Turkey. France has 
a cane of woven grass; Scotland, a thistle cane; 
Switzerland, a horn-and-hoof cane representing an 
Alpine goat; the West Indies, a lemon wood cane; 
the Philippines, a cane made of bones; and Cuba, a 
cane of shark’s vertebrae. In certain remote regions 
of Africa, the tribal chieftain’s cane is made with a 
large ball for the grip. Legend has it that the ball 
represents the most the chieftain can get into his 
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mouth; hence, the bigger the ball the greater the 
chieftain. In the United States there are canes with 
handles that represent the faces of well-known per- 
sons; for example, Will Rogers, Franklin D. Roose- 
velt, William Jennings Bryan, William McKinley, 
and even William Shakespeare. 

Robert Ripley, the famous creator of “Believe 
It or Not,” was one of the best-known collectors of 
canes. While his personal collection was not the 
largest in the world, it contained many rare and 
exotic items. The Ripley collection included a cane 
made from the rib of a whale; a violin cane, prob- 
ably the most unusual of all, which contained a 
playable violin with a bow; and a “blackout” cane, 
which had been used in England by Winston 
Churchill. 

The story of the most famous cane associated 
with the medical profession appears in a book 
called “The Gold Headed Cane.” This cane was 
the companion of five famous English doctors, and 
was transferred from one to the other. The widow 
of the fifth owner presented the cane to the Royal 
College of Physicians in London, where it is pre- 
served. It is a Malacca stick with a crossbar for 
its handle, and it is decorated with the coats of 
arms of the doctors who owned it. 

American doctors in the past have had a pro- 
fessional rather than a personal relationship to 
walking canes. Many doctors in the last cen- 
tury kept a collection of canes in their offices for 
the purpose of circulating them among patients 
who required them. During the latter decades of 
the 19th century there lived, in a small village in 
Kentucky, a bearded, old-fashioned physician 
known in the community as “cane-toting Doc 
Smith.” This appellation had been bestowed on him 
because he always had handy, in his small office 
as well as in his one-horse buggy, a supply of 
courtesy canes, which were loaned to patients re- 
quiring their aid during convalescence. 

There is also a story about a physician who lived 
in a midwestern city and had a great many talents, 
painting pictures, writing poetry, and playing sev- 
eral musical instruments. His very special hobby, 
however, eccentric though it may have been, was 
to wait for a heavy snow and then sally forth with 
his cane, drawing pictures in the snow for the 
amusement of the neighborhood children. There 
was another doctor who was a self-serving apothe- 
cary. He carried a cane with a gold head which 
contained a vial of ammonia and camphor, to be 
used in reviving women who fainted in public 
places. 

Today's cane-minded doctor should find a new 
vista opening up when he considers the manifold 
uses to which a walking cane can be put. As its 
devotees know, the walking cane can be carried 
for sheer amusement rather than for actual support. 
For those who like to walk, the cane is a well- 
mannered companion, never talking back, but per- 
mitting its owner to entertain his hands as he 
reflects on the happenings of a busy medical day. 
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Potassium, Digitalis and the Heart. C. Fisch, E. F. 
Steinmetz, A. F. Fasola and B. L. Martz. J. Indiana 
M. A. 52:192-197 (Feb.) 1959 [Indianapolis]. 


The major effects of oral or intravenous infusion 
of potassium on the electrocardiogram are men- 
tioned. In the presence of normal renal function a 
human being cannot ingest sufficient amounts of 
potassium to prvduce significant electrocardio- 
graphic changes because of gastric irritation. How- 
ever, studies in animals show that acute loading 
with 1 mEq. per kilogram of body weight by the 
oral route may elevate serum potassium to toxic 
levels. The excretion of potassium after acute load- 
ing has been investigated under various states of 
renal function. In congestive heart failure a nega- 
tive potassium balance usually exists. The effect of 
the oral administration of large amounts of potas- 
sium was investigated in patients with compensated 
heart disease and in those with heart disease with 
congestive failure. Those with heart failure showed 
poorest tolerance for potassium, with the highest 
rise of plasma level and a parallel low renal excre- 
tion of the cation. Normal subjects excreted most 
of the administered ion within 3 hours, and their 
plasma levels were low. 

Chemical analysis of myocardial tissue in con- 
gestive failure revealed an absolute diminution of 
intracellular potassium with a concomitant rise in 
intracellular sodium. Differential analysis of the 
right and left ventricles showed that this decrease 
is more pronounced in the chamber “primarily” 
responsible for the congestive failure. Digitalis 
tends to reverse this process. It maintains the intra- 
cellular to extracellular ratio of potassium by aiding 
in the transport of potassium into the cell, or pre- 
venting the egress of this cation from the cell. On 
the other hand, it is pretty well agreed that toxic 
doses of digitalis result in egress of potassium from 
the cell. As potassium is extracted, symptoms and 
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electrocardiographic changes suggesting digitalis 
intoxication become evident, and these can be re- 
versed by administering potassium salts. In clinical 
practice the problem of potassium balance is further 
complicated by anoxia and by the use of acidifying 
agents, carbonic anhydrase inhibitors, mercurial 
diuretics, and sodium and potassium removing 
resins. The occurrence of the signs and symptoms 
of digitalis intoxication, after the use of mercurial 
diuretics, has been attributed to mobilization of 
digitalis from the edema fluid, but more recent 
studies have shown that digitalis intoxication occurs 
after diuresis during which significant amounts of 
potassium are lost. 

During the past 3 years the authors made a 
systematic study of the effect of potassium on car- 
diac arrhythmias associated with digitalis therapy. 
Their studies not only failed to demonstrate any 
lasting benefit of potassium in the treatment of 
ventricular ectopic rhythms accompanying digitalis 
therapy but also suggested that potassium may 
actually potentiate digitalis toxicity. They feel that 
the observed effect of potassium on ectopic ven- 
tricular beats, with parallel depression of atrioven- 
tricular conduction, is best explained by the known 
nonspecific depressing effect of potassium on the 
myocardium. They emphasize, however, that their 
results to date apply only to intravenous injections 
of potassium of 5 mEq. per kilogram, at a rate of 
0.5 to 1.0 mEq. per minute, to patients who have, 
as best as can be determined, normal total body 
potassium. 


Unilateral Peripheral Facial (Bell’s) Paralysis in 
Infectious Mononucleosis (Differential Diagnosis of 
Pfeiffer’s Disease). L. Amann. Miinchen. med. 
Wcehnschr. 101:270-271 (Feb. 13) 1959 (In German) 
[Munich, Germany]. 


Infectious mononucleosis, known also as Pfeiffer’s 
disease, is probably a disease of the reticuloen- 
dothelial system of virus origin. This explains the 
extreme multiformity of its symptomatology, re- 
ferred to by some as the “amazing masquerade” 
and by others as its “protean nature.” On the basis 
of the history of a 5-year-old boy, the author shows 
that the neurological manifestations of infectious 
mononucleosis may cause it to be mistaken for 
poliomyelitis. Two days before this boy was hos- 
pitalized, his mother had noted that the angle of 
his mouth was drooping. Severe perspiration was 
observed during the night, and on the following 
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day swelling of the cervical lymph nodes was noted. 
The otolaryngologist who was consulted suspected 
poliomyelitis and advised hospitalization. 

When the boy was examined on admission, it was 
found that all 3 branches of the facial nerve were 
paretic, but otherwise there were no neurological 
symptoms. The tonsils were somewhat red but not 
coated. Painful lymph nodes, the size of plum pits, 
could be palpated in the submandibular and sub- 
mental regions and along the sternocleidomastoid 
muscles. The spleen was noticeably enlarged and 
tense, and the liver slightly protruded beyond the 
costal arch. The temperature was slightly above 
normal for the first 4 days but then became normal. 
The sedimentation rate of the erythrocytes was 
noticeably accelerated. The blood picture with the 
large number of monocytic cells was pathognomon- 
ic for infectious mononucleosis. The weakly posi- 
tive Hanganatziu-Deicher reaction, the cervical 
lymphomas, and the swelling of the spleen corrob- 
orated this diagnosis. The author feels that, since 
there was no indication of any other etiology, the 
peripheral facial paresis must be ascribed to the 
infectious mononucleosis. 

There is a considerable literature on neurological 
manifestations of infectious mononucleosis. Esti- 
mates of their incidence vary from about 1 to 10%. 
They assume many forms, such as serous meningitis, 
meningoencephalitis, central or peripheral paresis, 
sensory disturbances, convulsions, polyradiculitis, 
neuritis, and psychotic changes. Together with 
other neurological symptoms, central or peripheral 
paresis of the facial nerve has been observed in 
about 14% of the patients with neurological com- 
plications, but isolated facial paresis has so far been 
reported in only 4 other patients with infectious 
mononucleosis. The time of occurrence of the neu- 
rological symptoms has varied between the Ist and 
the 40th day of the disease. It has been suggested 
that corticotropin or cortisone might favor the de- 
velopment of neurological complications in infec- 
tious mononucleosis. 


Thyroiditis and Struma Lymphomatosa (Hashi- 
moto). L. E. Christensen. Ugesk. lager 121:129-131 
(Jan. 22) 1959 (In Danish) [Copenhagen]. 


Some of the less common thyroid affections, in- 
cluding light cases of acute, nonsuppurative thy- 
roiditis and particularly lymphomatous_ struma, 
will cause diagnostic difficulties. In acute thyroidi- 
tis the most important and most constant finding 
is the low absorption of radioiodine (I'*’) in the 
gland. It is thought that in the 2 cases of acute 
thyroiditis reported the increased protein-bound 
iodine (PBI) inhibited the production of thyro- 
tropic hormone and glandular absorption of iodine. 
Both patients reacted with a powerful increase 
in the absorption of I'*' after stimulation of the 
thyroid gland with thyrotropic hormone (TSH). 
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In the first case treatment with cortisone in usual 
dosage had a striking effect; in the second case 
spontaneous recovery occurred. In the third case 
described, in a patient with Hashimoto’s struma, 
a myxedematous condition was about to develop. 
The destruction of glandular tissue had been so 
profound that hormone production had not been 
adequate. The remaining functioning tissue had 
presumably worked with maximum speed and 
been strongly stimulated by thyrotropin, as shown 
by the increased PBI'*’. 

Histologically, Hashimoto’s struma is charac- 
terized by the supplanting of the normal thyroid 
tissue by lymphoid follicles with prominent germ 
centers; there is also diffuse infiltration of plasma 
cells with fibrosis. The affection starts with gradual 
enlargement of the thyroid gland. In many cases 
there are beginning symptoms of hypothyreosis. 
The sedimentation reaction is always increased. 
A positive precipitin test is of great diagnostic 
value, but the test is not specific for lymphoid 
struma and is positive in some cases of thyroid 
carcinoma. A constant and significant finding in 
Hashimoto's struma is that stimulation with thyro- 
tropic hormone does not lead to increased absorp- 
tion of I’* in the gland. In cancer of the thyroid 
there will, as a rule, be increased absorption of 
I'* after TSH. In thyroiditis there is often in- 
creased PBI'*’ but only insignificant absorption of 
I’ in the thyroid gland. In Hashimoto’s disease 
the PBI'*’ is low and the PBI'*' high. 


Milkborne Streptococcal Sore Throat: A Study of 
835 Cases. P. J. Taylor and M. A. McDonald. Lan- 
cet 1:330-333 (Feb. 14) 1959 [London]. 


In 3 similar epidemics at Akrotiri, a large Royal 
Air Force station in Cyprus, in the summer of 
1957, 835 patients with tonsillitis or pharyngitis 
were admitted to hospital. The 3 waves began on 
May 12, May 26, and Aug. 3, and all showed the 
explosive start suggesting a food-borne infection. 
All patients were living-in airmen eating in one 
mess. Breakfasts were the only meals which all 
the patients had attended, and milk in tea or 
on cereals was the only common food. By the 
third epidemic it was realized that the 3 out- 
breaks had appeared during the weekends after 
the fortnightly pay parades. All milk consumed 
at Akrotiri was tinned milk diluted with water. 
The kitchen regulations stipulated that milk should 
not be prepared until just before breakfast at 
5:30 a. m. and that it should be kept in covered 
containers. But 2 cooks admitted that on these 
fortnightly pay nights, because of pressure of work 
later in the night, they often made up the milk 
at midnight and that it was often sampled there- 
after. The mess staff had their throats swabbed 
on May 14, and this yielded 12 positive cultures 
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of group A streptococci out of 64 persons. These 
findings seem compatible with milk being the 
vehicle of infection. 

The illnesses began abruptly with malaise or 
sore throat, and almost all patients were admitted 
within 24 hours. Considerable injection of the 
throat was the rule, with a variable amount of 
edema, and purulent exudates were seen in all 
with intact tonsils. Tender cervical lymph nodes 
were also present. The characteristic punctate 
erythema of scarlatina, usually only moderate in 
severity, was observed in 120 of the 835 patients. 
Of the 754 patients whose throats were swabbed 
on admission, 432 were found to carry group A 
Streptococcus pyogenes. All 12 representative sub- 
cultures from the first 2 waves sent to the Strep- 
tococcic Reference Laboratory belong to Griffiths 
type 5/12/27, while the 7 subcultures from the 
third epidemic were found to belong to either 
Lancefield group A or group G. 

While it was not possible to compare the re- 
sults of the different methods of treatment in all 
outbreaks, some assessment could be made of the 
effect of previous tonsillectomy; the results sug- 
gest that the operation is associated with a low- 
ered susceptibity to infection, but once the illness 
is established, the individuals fare no better than 
their intact brethren, as judged by the height 
and duration of fever. Bacteriologically, however, 
there is a difference between the 2 groups, since 
more patients with intact tonsils had positive 
throat cultures than those without tonsils. In all 
3 waves 19.6% of patients had a positive throat 
swab when they had recovered clinically. The 
breakdown of the carrier rate reveals noteworthy 
differences: penicillin (99 cases) carrier rate, 1%; 
Sulfatriad (336), 14%; aspirin (383), 24%. The final 
carrier rate two weeks after discharge from hos- 
pital for all patients was 4.7%. 

Food-borne epidemics of streptococcic tonsil- 
litis differ from the more common air-borne out- 
breaks by their abrupt onset, sudden termination, 
and low complication rate. It has been suggested 
that these characteristics are produced by a mas- 
sive infection with a relatively avirulent organism. 


Coexisting Primary Lung Carcinoma and Pul- 
monary Tuberculosis: A Report of Fifteen Cases 
Discovered Through a Chest Clinic and Hospital. 
F. C. White, F. Beck and D. V. Pecora. Am. Rev. 
Tuberc. 79:134-141 (Feb.) 1959 [New York]. 


Fifteen men, between the ages of 42 and 72 
years, in whom pulmonary tuberculosis coexisted 
with carcinoma of the lung, were observed at the 
Ray Brook State Tuberculosis Hospital in Ray 
Brook, N. Y. All the patients had smoked since 
adolescence, and 5 had consumed more than 20 
cigarettes daily for many years. The extent of 
the tuberculosis, according to the diagnostic stand- 
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ards of the National Tuberculosis Association, was 
minimal in 4 of the 15 patients, moderately ad- 
vanced in 6, and far-advanced in 4. Neoplastic 
and tuberculous diseases were so intermixed in 
one patient that the extent of the tuberculous dis- 
ease could not be determined. The site of the 
origin of the primary carcinoma was ascertained 
in 14 of the 15 patients. The right upper lobe 
bronchus was involved in 8 patients, the right 
lower lobe in 1, the left upper lobe in 1, the left 
lower lobe in 3, and the left main bronchus in 1. 
A review of serial chest roentgenograms and 
pathological data revealed that in 7 patients the 
carcinoma arose in an area in which no evidence 
of previous tuberculosis was apparent. Carcinoma 
and tuberculosis occupied the same general area 
in the lung in 6 patients. Carcinoma was diagnosed 
in one patient with a negative tuberculin reaction; 
subsequently, the tuberculin reaction became posi- 
tive, and tubercle bacilli were found in the sputum. 
The primary site of origin of a diffuse alveolar- 
cell carcinoma was not found in the remaining 
patient. 

In 7 patients the earliest roentgenographic evi- 
dence of primary carcinoma of the lung appeared 
as a circumscribed nodular homogeneous shadow 
in the middle lung zone in the region of the sec- 
ond or third bronchial division. Unilateral enlarge- 
ment of the hilus was the presenting roentgeno- 
graphic sign in 3 patients and was associated with 
relative airlessness of a segment of the lung in 
2 of these. The first abnormality in the chest roent- 
genogram of one patient was a spontaneous pneu- 
mothorax with an 80% collapse of the lung. In- 
creased radiopacity of a portion of the lung due 
to relative airlessness without hilar enlargement 
was seen initially in 2 patients. In the remaining 
2 patients carcinoma was not recognized roent- 
genographically even in retrospect. In most pa- 
tients the shadows in the chest roentgenogram, 
which in retrospect were found to be due to car- 
cinoma, increased in size rapidly over a period 
of several months. In one patient, however, the 
change in size took place gradually over a number 
of years. These changes were entirely unrelated 
to the roentgenographic course of the tuberculosis. 
Not infrequently, dissimilar roentgenographic be- 
havior of shadows in different parts of the lung 
was the clue which suggested the presence of a 
second disease. Pulmonary tuberculosis was the 
initial disease process in 10 of the 15 patients. The 
time which elapsed between the diagnosis of 
tuberculosis and the earliest roentgenographic evi- 
dence of cancer varied between 9 months and 
35 years. It was more than 4 years in 9 of these 
10 patients. In 4 patients the diseases were recog- 
nized simultaneously. Carcinoma preceded the 
tuberculosis in 5 patients. On the basis of these 
findings prompt simultaneous utilization of all 
available diagnostic methods for the detection of 
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primary carcinoma of the lung in patients with 
pulmonary tuberculosis is urged, and early ex- 
ploration is recommended. 


Farmer's Lung or Bronchomycosis Fenisecarum. 
J. J. Quinlan and J. E. Hiltz. Canad. M. A. J. 80: 
261-263 (Feb. 15) 1959 [Toronto]. 


The authors reviewed the entity of “farmer's 
lung” or bronchomycosis fenisecarum. This ap- 
pears to be a significant condition in areas, such 
as the Annapolis Valley of Nova Scotia, where so 
many people are farmers, raising cattle, working 
with ensilage and sometimes moldy hay, or thresh- 
ing grain. Unlike most fungous diseases, the in- 
fective agent does not appear to invade the lung. 
One of the clinical features of farmer's lung is its 
seasonal nature. Its onset is usually acute, and 
patients may be quite ill with severe dyspnea but 
usually without bronchospasm. The patients have 
a fever, and the blood sedimentation rate may be 
increased. There is frequently marked cough but 
very scanty sputum. Exacerbations occur on fur- 
ther contact with the source of the causative or- 
ganism, but once the patient is removed from 
contact with the grain and its contaminating spores, 
improvement is rapid. Rarely does the disease pro- 
gress to the development of cyanosis or emacia- 
tion, but these can occur, and the outcome can 
be fatal. The roentgenologic picture may simulate 
miliary tuberculosis or other diseases causing dis- 
seminated fine nodular or fibrous shadows in both 
lungs, which render the diagnosis difficult. These 
manifestations of allergic origin are based on a 
hypersensitivity to spores which are found in moldy 
hay or grain. It is, therefore, suggested that some 
acute pulmonary illnesses which occur in farmers 
may on occasion be due to a mold spore pneumo- 
coniosis or farmer's lung. 


Treatment of Autoimmune Hemolytic Anemia 
with Prednisone: Clinical and Serologic Findings. 
M. Martelli, R. Martinez and F. Caronia. Riforma 
med. 73:128-133 (Jan. 31) 1959 (In Italian) [Naples]. 


An initial intensive treatment with prednisone, 
consisting of a monthly dosage of 500 mg. to ap- 
proximately 1 Gm., was given to 6 patients with 
autoimmune hemolytic anemia; these patients 
ranged in age from 16 to 56 years. A maintenance 
therapy with prednisone, consisting of daily doses 
of 10 to 15 mg., was kept up for a prolonged 
period after the patients’ discharge. A rise in the 
red blood cell count, disappearance of fever, 
diminution of the erythrocyte fragility test values, 
and restoration of the serum bilirubin level were 
observed in 5 patients. These effects took place 
only initially and transitorily in one patient and 
were followed by recurrence of symptoms and 
appearance of arterial hypertension. However, a 
combination of prednisone therapy and _ repeti- 
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tion of previously inffective blood transfusion pro- 
duced hematological and general improvement in 
this patient. This management was continued in 
some degree after the patient’s discharge. 

Serologic investigations of the 6 patients re- 
vealed dissimilar and delayed responses. The direct 
Coombs test became negative in 4 patients; in 2 
of them it was accompanied by diminution in the 
titer of serum agglutinins. The titer of serum anti- 
bodies diminished significantly in one patient with 
a persistent positive response to the direct Coombs 
test. The patients were followed up and were 
found to be well for a period of 12 to 20 months 
after discharge. Prednisone has thus been demon- 
strated to exert a beneficial, but not curative, 
action in patients with autoimmune hemolytic 
anemia. 


Thrombophlebitis of the Superficial and Deep 
Veins Treated with Phenylbutazone (Butazolidin). 
E. J. Orbach. J. Internat. Coll. Surgeons $1:165-168 
(Feb.) 1959 [Chicago]. 


The treatment of thrombophlebitis has been 
greatly influenced not only by anticoagulant ther- 
apy but also by the observation in 1954, by Swiss 
and American authors, that the perivascular in- 
flammation associated with acute superficial throm- 
bophlebitis could be rapidly resolved by the use 
of the anti-inflammatory agent, phenylbutazone. 
Since then a number of investigators have con- 
firmed the impression that phenylbutazone is an 
extremely effective agent in treating thrombo- 
phlebitis. The studies presented here aimed to 
ascertain the value of the use of phenylbutazone, 
together with early ambulation and consistent use 
of compression bandages, in the treatment of 
thrombophlebitis affecting either superficial or deep 
veins. Twenty-two patients with acute thrombo- 
phlebitis were selected for treatment with phenyl- 
butazone. In 12 of the patients the disorder af- 
fected only superficial veins of the leg or thigh; 
deep veins were affected in the other 10, with 
superficial veins also involved in 1 case. The pa- 
tients ranged in age from 33 to 78 years, most of 
them being between 50 and 70. Although none 
had a history of previous embolism, several had 
had episodes of thrombophlebitis. Symptoms of 
the current disorder had been present for less than 
2 weeks before phenylbutazone therapy was ini- 
tiated. The phlebitis occurred postoperatively in 
2 patients, after injection of sclerosing agents in 4, 
after mechanical trauma in 1 (diabetic) patient, 
and was of obscure origin or associated with 
varicosities in the rest. 

Phenylbutazone was administered orally to 16 
patients and intramuscularly to 6. The usual oral 
dose was 300 mg. daily, given in divided doses, 
for the first 2 or 3 days. When administration was 
continued beyond that time, the dose was fre- 
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quently reduced to 200 mg. daily. Oral phenyl- 
butazone therapy was never continued longer than 
a week, and the total amount administered did 
not exceed 2.1 Gm. Used intramuscularly, a single 
injection of 600 mg. of phenylbutazone was gen- 
erally sufficient, since the drug is absorbed slowly 
from intramuscular depots. Compression bandages 
were used to reduce the initial edema and to pre- 
vent further swelling, and early ambulation was 
encouraged. In several cases of superficial throm- 
bophlebitis the vein was incised and the clotted 
or stagnated blood removed. Because patients in 
this study were to be given phenylbutazone for no 
longer than one week, hematological studies were 
not considered essential. 

Signs of acute inflammation subsided rapidly. 
A second course of phenylbutazone was success- 
ful in one of 2 patients in whom the phlebitis re- 
curred. In the other patient a second course was 
not attempted. No toxic or other undesirable effects 
from phenylbutazone therapy were observed in 
any of the patients, and the author believes that 
this agent will prove helpful in the management 
of thrombophlebitis involving either superficial or 
deep veins. 


Further Observations on the Clinical, Morphologic, 
Hematochemical and Electrophoretic Aspects of 
Microdrepanocytic Disease. R. G. de Benedetti, 
F. di Tullio and P. Strigini. Haematologica 43: 
1109-1122 (no. 11) 1958 (In Italian) [Pavia, Italy]. 


Microdrepanocytic anemia was discovered in 2 
brothers; one was 2 years and 5 months old, and 
the other was 5 years and 6 months old. Blood 
tests were given to the whole family of the pa- 
tients, and microcythemia and sickle-cell anemia 
were found as hereditary diseases. Three of the 4 
great-grandparents of the children were of Sicilian 
origin; the family belonged to blood group B. Micro- 
cythemia, which was found in the father and in 
the elder brother of the 2 aforementioned patients, 
was characterized by a reduced volume and di- 
ameter of the erythrocytes and by an increase 
in the A, fraction in electrophoresis. Sickle-cell 
anemia, which was found in the mother and in 
a maternal uncle of the 2 children, was evidenced 
by the separation of the hemoglobin S$ band in 
the electrophoresis and by the “sickling” phe- 
nomenon. The “sickling” phenomenon was dis- 
covered by making tests on fresh blood and by 
provoking anoxia in vivo. For the latter test a 
current of carbon dioxide was bubbled through 
the blood, and then the blood was stored for sev- 
eral hours in a humid chamber at 37 C. This 
latter test showed “sickling” in practically all the 
elements. 

The 2 children reported on presented a com- 
bination of the symptoms of both microcythemia 
and sickle-cell anemia present in their relatives 
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plus abdominal pain. In one child a slight swell- 
ing appeared on the dorsum of the hand, but he 
had no fever, and the authors believe that the 
swelling was caused by changes in the circulation 
of the sickle-shaped erythrocytes. In the other 
child the liver was found to be enlarged and pain- 
ful; bilirubinemia was high; the child was rather 
pale in color; and jaundice was present in the 
scleras. 


Exacerbation of Diabetes by Excess Insulin Action. 
M. Somogyi. Am. J. Med. 26:169-191 (Feb.) 1959 
[New York]. 


Detailed laboratory data, gathered in closely 
controlled observations and experiments on 4 men, 
between the ages of 23 and 36 years, and a 24- 
year-old woman with severe diabetes, revealed 
complete lack of parallelism between the amount 
of insulin injected and the amount of carbohydrates 
utilized; even when both diet and insulin dosage 
were kept constant, glycosuria varied over wide 
ranges, and the blood sugar oscillated between 
very low and very high levels. The laboratory rec- 
ords of patients who were treated with substan- 
tial doses of insulin revealed a consistent pattern 
of periodic ebb and tide in the fluctuations of 
both the glycosuria and the glycemic level, and 
disclosed the fact that the high tides consistently 
occurred in the wake of hypoglycemic reactions, 
even after asymptomatic, mild degrees of hypo- 
glycemia. Thus, a clear-cut cause-and-effect rela- 
tionship unfolds itself between hypoglycemia and 
the ensuing upsurge of hyperglycemia, and one is 
confronted with the paradoxical fact that excess 
insulin action can produce hyperglycemia. It can 
be stated that, barring other physiological and 
emotional stresses, conspicuous fluctuations in gly- 
cosuria are unmistakable indicators of excess in- 
sulin action. 

The impairment of carbohydrate tolerance as 
a sequel of hypoglycemia is readily explained on 
the basis of experimental evidence available in 
the literature and supplemented by studies in the 
author’s laboratory, which show that hypoglycemia 
elicits an accelerated release of adrenal-pituitary 
blood-sugar-raising hormones. Increase in the 
depth and duration of the hypoglycemic state in- 
tensifies the stimulus on the secretory activity of 
the adrenal-pituitary system; as a consequence 
the action of the blood-sugar-raising hormones can 
cancel out the action of injected insulin and tip 
the balance in favor of the former. The result 
is a sharp rise in the glycemic level, despite the 
presence of active insulin, and exorbitant hyper- 
glycemia and glycosuria after alimentation in this 
condition. When hyperglycemia due to excess in- 
sulin action is countered by administration of in- 
creased doses of insulin, under the assumption that 
hyperglycemia can only result from a deficient in- 
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sulin supply, the result is exacerbation of the 
diabetic syndrome, manifested in extreme fluc- 
tuations of glycosuria, with mounting peaks and 
ketonuria; at the same time, recurrent hypogly- 
cemic reactions increase in severity. 

It is evident that in insulin therapy avoidance 
of hypoglycemia, even of mild, asymptomatic de- 
grees, is no less important than the control of ex- 
cessive hyperglycemia and glycosuria. Application 
of this precept makes it possible to forestall the 
development of severe states of diabetes, and to 
restore patients with severe diabetes to a status 
of mild diabetes that can be satisfactorily managed 
with small doses of insulin or, not infrequently, 
without insulin. One should adjust the insulin dos- 
age and diet not so much to abolish glycosuria 
but to achieve maximal glucose utilization per 
unit of insulin administered. This can often be 
achieved, even in the “unmanageable” patients, 
by slow reduction in insulin dosage, with proper 
distribution in relation to the adjusted diet. 


The Problem of the Intrahepatic White Bile. M. L. 
Leger, P. Rambert, J. Canivet and others. Presse 
méd. 67:168-171 (Jan. 28) 1959 (In French) [Paris]. 


In addition to the known occasional occurrence 
of white bile in the common bile duct, there are 
also cases in which white bile has been found 
within the liver, which poses a much more com- 
plex physiopathological problem. Four patients 
are presented in whom the white bile within the 
liver was demonstrated by means of transparietal 
hepatic puncture and insertion of a Polythene 
tube at the site of the needle. All the patients 
had obstructive jaundice of from 50 days’ to 3 
months’ duration, due to a cancerous tumor on 
the head of the pancreas. A more detailed descrip- 
tion is given of a 5th patient who had severe re- 
tention jaundice of 10 months’ duration due to 
complete obstruction of the biliary ducts by al- 
veolar echinococcosis of the liver. Cholangiography 
revealed greatly dilated intrahepatic ducts in all 
the patients. It was interesting that bile flow and 
bile pigment were rapidly restored after drainage. 
The initially white bile of the 5th patient was 
rapidly followed by darker bile, and, within 15 
hours after drainage had begun, the bilirubin con- 
tent was far above normal. These facts suggest 
that the intrahepatic white bile cannot be attrib- 
uted to a parenchymatous functional disorder of 
bile formation, but rather to an excretory mechani- 
cal disorder, although the hepatic cells were af- 
fected. 

Acholia, as the word is used by the authors, 
was not manifested by these patients, because 
biligenesis existed; the secretory activity that pro- 
duces bile was present; the drainage of the in- 
trahepatic ducts alone was sufficient to permit 
excretion of bile with normal bilirubin and choles- 
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terol levels. The significant physiological role of 
Disse’s spaces in this phenomenon is stressed. In 
opposition to the generally accepted view, the 
authors do not believe that the presence of white 
bile necessarily implies an unfavorable prognosis. 
It is rather the frequently malignant nature of the 
obstruction, inhibiting the excretion of bile, which 
is responsible for the fatal outcome. 


The Time of Appearance of Bromsulphalein (BST) 
in the Bile: Observations in the Diseases of the 
Biliary Tract. J. Latvalahti and O. Alfthan. Ann. 
med. int. Fenniae 47:175-182 (no. 4) 1958 (In 
English) [Helsinki]. 


The authors performed the Bromsulphalein test 
on 88 patients, by means of duodenal intubation, 
to determine the time of appearance of Brom- 
sulphalein (BST) in the bile. Of the 88 patients, 
21 were chosen as a contra test group; no clinical 
symptoms or laboratory tests pointed to bile or 
liver disease in these patients. All these contratest 
patients showed a normal Bromsulphalein reten- 
tion in the blood, and the BST values obtained 
ranged from 15 to 25 minutes. Of the 67 selected 
patients with various hepatobiliary diseases, 17 
presented a BST of 25 minutes or less. Protracted 
times were observed in the remaining 50 patients. 
Among the 50 patients, no mechanical reason for 
the lengthened BST was discovered in 27 who 
had hepatobiliary diseases. The anatomic reason 
for the protracted BST in 13 patients was chole- 
docholithiasis; in 5, obstructive biliary carcinoma; 
in 4, biliary cirrhosis; and in 1, ductus cysticus 
remanens. The determination of the BST seems 
to be serviceable as an additional examination in 
diseases of the biliary tract. The test is easy to 
perform. Although the simple finding of a length- 
ened BST must be treated with reserve if there 
is nothing else indicative of biliary disease, it 
may be emphasized that protracted times were 
not observed in patients who had no hepatobiliary 
diseases. A shortened BST, though, does not ex- 
clude with certainty a relative obstruction in the 
biliary system. 


SURGERY 


Traumatic Rupture of the Normal Spleen. W. W. 
Francis and J. Benavides. Rhode Island M. J. 
42:102-104 (Feb.) 1959 [Providence]. 


Thirty patients with traumatic rupture of the 
normal spleen were admitted to the Rhode Island 
Hospital, Providence, during the period from Janu- 
ary, 1946, to August, 1958. Seventeen of the patients 
were less than 20 years of age; 22 were male and 8 
female. Only 6 of the patients sustained their injury 
in automobile accidents. Twenty-eight of the 
patients had nonpenetrating and 2 had penetrating 
traumas. Rupture occurring within 48 hours after 
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the injury is arbitrarily defined as primary; if it 
occurs later, it is called the delayed type. In this 
series, 5 ruptures were of the delayed type. 
Eighteen patients had associated injuries; rib frac- 
tures, the commonest, were present in 6 patients. 
Renal injuries existed in 8 patients, a lower inci- 
dence than in other reports on splenic rupture. 

Abdominal pain associated with tenderness and 
spasm involving primarily the left upper quadrant 
was present in a high percentage of the cases in 
this series. Sixteen patients complained of shoulder 
pain, while 22 patients showed some evidence of 
shock. In only one patient was a mass palpable. A 
high percentage of the patients had a white blood 
cell count over 10,000. Eight patients showed 
roentgenologic signs suggestive of ruptured spleen, 
such as elevation of the left leaf of the diaphragm, 
obliteration of the splenic shadow with serration 
of the greater curvature of the stomach, or left 
upper quadrant mass with or without displacement 
of abdominal organs. Diagnostic peritoneal taps 
were done in 5 of the patients and yielded blood 
in 3. The authors present the history of a patient 
in whom diagnostic peritoneal tapping clarified an 
obscure picture and allowed immediate, lifesaving 
surgery. The technique of this procedure is de- 
scribed. 

There is little doubt that splenectomy is the 
treatment of choice for rupture of the spleen. This 
is borne out in this series by the fact that the only 
2 deaths occurred in patients not operated on. Of 
the 28 patients treated surgically, 25 had splenecto- 
mies, and 3 merely had repair of the splenic injury. 
Although these 3 patients recovered, this procedure 
is not recommended. Thirteen of the operations 
were carried out through left-sided rectus incisions, 
while 11 were done through subcostal incisions. 
Various incisions were used in the other 4 cases. 


Operative Technique in Funnel Chest: Experience 
in 81 Cases. V. Paltia, K. V. Parkkulainen, M. 
Sulamaa and G. R. Wallgren. Acta chir. scandinav. 
116:90-98 (no. 2) 1958-1959 (In English) [Stockholm]. 


After citing a number of surgical techniques sug- 
gested by others for funnel chest, the authors say 
that since 1951 they treated a total of 81 patients 
for funnel chest. In the first 11 of these patients 
they applied a modification of Ravitch’s or Wahren’s 
technique. Postoperative stabilization of the ster- 
num was by no means satisfactory in all cases, and 
respiration produced paradoxical motion on either 
side of the totally freed sternum. 

The remaining 70 patients have been operated 
on since 1954 according to the authors’ own method, 
the main features of which were transverse incision, 
freeing of the origin of the pectoral muscles, sub- 
perichondral resection of the deformed costal car- 
tilages, division of the xiphisternal joint, stripping 
of the posterior surface of the sternum, and stabili- 
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zation by means of a metal strut introduced through 
the sternum with its ends resting upon the costal 
stumps. The strut was removed after 3 months. 
There were no deaths. Complications were pneu- 
mothorax in 11 and wound infection in 7 of the 70 
patients. Clinically the result, as estimated either 
at the removal of the strut or later, was considered 
good or satisfactory in more than 90% of the cases. 
Cosmetically the result was considered good in 51 
cases, satisfactory in 10, and poor in 2. In the cases 
with a poor cosmetic result the strut had been re- 
moved 30 and 40 days, respectively, after opera- 
tion because it had shifted. There were altogether 
10 cases in which the strut was removed earlier be- 
cause it had shifted. The authors stress the sim- 
plicity of their method, its freedom from risk, and 
the good results obtained. 


Controlled Studies on the Efficacy of Bilateral 
Internal Mammary Artery Ligation in Patients with 
Angina Pectoris. R. E. Fremont, R. Klopstock and 
P. Glass. Angiology 10:20-27 (Feb.) 1959 [Balti- 
more]. 


Eight patients, between the ages of 32 and 66 
years, who had severe coronary artery disease 
associated with distressing attacks of anginal pain 
and who failed to respond to medical therapy, un- 
derwent ligation of both internal mammary arteries 
in the second intercostal space (B. I. M. A. L.). In 4 
additional patients, between the ages of 33 and 
39 years, with angina pectoris, a sham procedure 
and serial exercise electrocardiogram and ballisto- 
cardiogram tests were performed. The sham pro- 
cedure consisted of bilateral skin incisions, the 
localization of the internal mammary arteries, and 
the encirclement of these vessels by loose ligation. 
This sham operation was followed by the actual 
B.I.M.A.L. in 8 patients after 2 to 6 weeks. The 
latter operation was omitted in the 4th patient 
because he sustained in the interval period a mild 
myocardial infarction. 

Two of the group of 8 patients died, one 4 hours 
after the well-tolerated operation and the other 
11 days after the operation. The 6 surviving pa- 
tients showed prompt symptomatic relief of variable 
duration, which ranged from 1 week to 4 months. 
In none of these patients was there any improve- 
ment of the rest electrocardiograms or ballisto- 
cardiograms. Of the 3 patients who underwent 
both sham procedures and B. I. M. A. L., one noted 
prompt relief after the sham procedure, with re- 
duction of the daily need of glyceryl trinitrate; 
6 weeks later his use of glyceryl trinitrate tab- 
lets had increased again, and after the actual 
B.I.M.A.L. there was again prompt relief for 
about 10 days, but within 2 months he was again 
using 10 tablets of glyceryl trinitrate and again 
had occasional decubital anginal pain. The 2 other 
patients in this group failed to show any objec- 
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tive and subjective improvement after the sham 
procedure; they obtained subjective improvement 
after the B. I. M. A. L. lasting 8 to 10 months. 

The results of these pilot studies revealed numer- 
ous pitfalls in the evaluation of patients before and 
after surgical treatment both as regards symptoms 
and, to a less extent, objective tests. B. I. M. A. L., 
like all other types of coronary surgery, has a con- 
siderable psychological component which is re- 
sponsible for rapid subjective improvement in most 
patients, regardless of the severity of the disease. 
Prolonged subjective improvement was noted only 
in those patients who had a mild form of the dis- 
ease. Objective improvement, as manifested by 
improved or normalized electrocardiographic re- 
sponse to exercise, is similarly limited to patients 
with the mildest forms of the disease. The use of 
the B. I. M. A. L. for the treatment of coronary dis- 
ease requires further careful study based on a 
large number of patients and employing objective 
data. These should include sham procedures and 
exercise electrocardiography. 


Short-Term and Long-Term Follow-up of Un- 
operated Patients with Certain Varieties of Acute 
Abdominal Diseases During the Past Decade: 
Patients from 60 to 85 Years of Age and Those 
Under 60. C. Parenti. Chir. ital. 10:622-647 (no. 6) 
1958 (In Italian) [Milan, Italy]. 


A follow-up study was carried out by calling 
on 137 patients at home shortly, or at a longer 
interval, after their discharge from the hospital. 
All were patients who had certain varieties of acute 
abdominal diseases, but who had not undergone 
surgery either because they were poor risks or be- 
cause they objected to surgery. Home visits enabled 
the author to distinguish deaths attributed directly 
to the previous acute abdominal disease from those 
related to other causes. The patients were divided 
into 2 groups; the older group included 109 per- 
sons between 60 and 85 years of age, and the 
younger group included 28 persons below 60. 

Cholecystitis was present in 23 patients of the 
older group and in 11 patients of the younger 
group; acute cholecystitis associated with perito- 
nitis, in 18 older patients and in 4 younger patients; 
acute appendicitis, in 14 older patients and in 1 
younger patient; acute appendicitis associated with 
diffuse peritonitis, in 16 older patients; appendical 
abscess, in 35 older patients and in 9 younger 
patients; pelvic peritonitis, in 2 older patients and 
in 1 younger patient; sigmoiditis, in 1 older patient; 
and pancreatitis, in 2 younger patients. Patients 
with acute appendicitis associated with diffuse 
peritonitis, below 60 years of age, were operated 
on and, therefore, excluded from this investigation. 
Of the older group, 7 patients (43%) died of acute 
appendicitis associated with diffuse peritonitis, and 
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5 patients (14%) died of appendical abscess. No 
deaths took place among patients of the younger 
group. 

This study discloses that a considerable decrease 
in deaths attributed to certain varieties of acute 
abdominal diseases has taken place during the past 
decade when antibiotics have been used. It also 
is interpreted to mean that emergency operation 
for acute cholecystitis is no longer justifiable. 


Behavior of the Serum Glutamic Oxalacetic Tran- 
saminease (Aminopherase) Level in Relation to 
Surgical Operations. C. Andres. Chir. ital. 10:654- 
662 (no. 6) 1958 (In Italian) [Milan, Italy]. 


Values of serum glutamic oxalacetic transaminase 
(SGO-T) were recorded for about 50 patients be- 
fore and after operation to investigate the relation- 
ship between surgical trauma and cellular metabo- 
lism. The ages of the patients ranged from 16 to 66 
years. Four patients were operated on for inguinal 
hernia; 6, for chronic, subacute, or acute appendi- 
citis; 13, for duodenal or gastric ulcer; 5, for gastric 
carcinoma; 7, for cholecystitis; and the remainder, 
for other disorders. The levels of SGO-T rose post- 
operatively in all instances, regardless of whether 
they had been within or above the physiological 
limits before the operation. The highest values were 
observed immediately after the operation; they 
were reduced to one-half or one-third in 24 hours, 
and were restored to normal levels within 2 or 3 
days after the operation. There were no significant 
differences in these values when the operations 
were performed with the patients under either gen- 
eral or local anesthesia. The levels were higher in 
more traumatic and prolonged operations. The 
author concludes that there exists a certain rela- 
tionship between the increased values of SGO-T 
and the postoperative shock. This investigation 
may not as yet have a practical application; in par- 
ticular, it has no diagnostic value when undertaken 
within the immediate postoperative period. 


Treatment of Paralysis of the Flexors of the Elbow. 
A. Segal, H. J. Seddon and D. M. Brooks. J. Bone 
& Joint Surg. 41B:44-50 (Feb.) 1959 [London]. 


This paper presents the results of operations 
carried out to restore active flexion of the elbow. 
Four operations were employed: (1) transplantation 
of the pectoralis major into biceps (a) according 
to Clark’s (1946) method and (b) according to the 
Brooks-Seddon (1959) method; (2) transplantation 
of triceps into biceps; and (3) proximal transplanta- 
tion of the common flexor and extensor origins— 
Steindler’s operation. The authors studied 41 pa- 
tients who had lost active elbow flexion, either from 
a traction lesion of the brachial plexus (20 patients) 
or after an attack of poliomyelitis (21 patients). 
The average period of postoperative observation 
was 4 years and 8 months, the shortest period being 
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10 months and the longest 11 years. Clark’s trans- 
plantation was carried out in 17 patients, the 
Brooks-Seddon transplantation in 8, Steindler’s 
transplantation in 13, and triceps transplantation in 
3 patients. The results were graded objectively and 
subjectively. 

As regards the objective results, Steindler’s trans- 
plantation gave the best results, followed closely 
by Clark’s pectoral transplantation, the other 2 
types of transplantation being less satisfactory. 
However, because each method of operation has 
certain advantages and disadvantages, the results 
are further analyzed with regard to (1) the passive 
movement of the elbow, (2) active and passive 
supination, and (8) associated movements. The 
results were better when the extension of the elbow 
was limited; such limitation always occurs after 
Steindler’s operation, but infrequently after pec- 
toral transplantation. 

The results of pectoral transplantation are good 
when there is no significant shoulder paralysis; if 
there is shoulder weakness, arthrodesis of the joint 
may be required to control medial rotation and 
adduction of the shoulder on flexion of the elbow. 
In brachial plexus lesions the results of pectoral 
transplantation may be marred by simultaneous 
contraction of the triceps. This can be overcome by 
transplanting triceps into the flexor apparatus. Tri- 
ceps transplantation is rarely indicated because loss 
of active extension of the elbow is a grave disability. 

Subjective results tended to be worse than ob- 
jective results in brachial plexus lesions, because 
impairment of sensibility in the hand often limited 
the usefulness of the limb. In striking contrast the 
subjective results were, in general, far better than 
the objective in patients who had had poliomyelitis. 
In them the smallest gain can be of functional value. 


Clinical Use of Vasectomy for Sterilization. B. B. 
Ohri and P. S. Jhaver. Indian J. Surg. 20:480-484 
(Dec.) 1958 [Madras]. 


Five hundred forty-two vasectomies were per- 
formed on men, between the ages of 25 and 60 
years, at the Medical College Hospital in Indore, 
India, between 1954 and 1957. Most of the men 
requested sterilization because they already had 
families of 4 to 17 children. Some of the men 
expected rejuvenation in addition. The first 50 
patients were operated on by the standard two- 
incision technique with the aid of local anesthesia. 
In the other patients vasectomy was carried out 
through one central scrotal incision with an antero- 
medial approach to the vas deferens; this technique 
causes less pain, and only one small incision is 
required. Three hundred seventy-six patients were 
followed up by questionnaire to assess the clinical 
effects of the operation. Of the 376, 86 did not 
reply to the questionnaire, 278 were satisfied with 
the obtained results, and 12 were not. Six men 
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complained of diminution of sexual capacity, 86 
reported an increased sexual strength and desire, 
while 198 maintained that their sexual capacity re- 
mained as before. They were assured that their 
sexual capacity would not diminish but might in- 
crease. 

Most of the patients obtained physical and sexual 
improvement and a great mental relief from the 
anxiety of further additions to the family. Bad 
effects reported were never due to the operation 
itself, but resulted from technical errors, namely, 
sepsis, injury to the blood vessels and nerves of the 
spermatic cord, or accidental cutting of structures 
other than the vas deferens. Vasectomy by a single 
scrotal incision is to be considered an ideal and 
safe procedure for control of conception and other 
purposes; it has no untoward effects on the physical, 
mental, and sexual faculties. Psychologically un- 
stable men and those prejudiced to the operation 
should be advised not to undergo vasectomy. 

Experiments on young rats, which were sub- 
jected to vasectomy and on which orchidectomy 
was performed within 2 weeks to 6 months after 
the first operation, revealed that vasectomy was 
followed by degeneration of the seminiferous 
tubules, but this degeneration was either incom- 
plete or temporary. After vasectomy there was 
proliferation of the interstitial tissue of the testes. 


The Short Leg in Poliomyelitis. A. H. C. Ratliff. 
J. Bone & Joint Surg. 41B:56-69 (Feb.) 1959 
[London]. 


The author studied limb shortening after polio- 
myelitis in 225 children in whom paralysis was con- 
fined to one leg. The paralyzed leg became shorter 
than its fellow in 219 patients (97%). The discrep- 
ancy in leg length only once exceeded 3% in. Both 
the tibia and the femur were shorter than their 
fellows in 171 out of 184 patients studied (93%). In 
only one patient was the femur alone shortened. 
Three patterns were revealed in the progress of 
shortening; the progress was classified as rapid, 
when the discrepancy amounted to 2% in. or more 
within 9 years or less of the onset of the disease; 
as slowly progressive, when the discrepancy in- 
creased slowly year by year, and amounted to 2 or 
3 in. by the time the patient reached adult life; and 
as nonprogressive, when a discrepancy of up to 1% 
in. was present 5 years after the onset of the disease, 
then remained constant until growth ceased. There 
was no evidence that a reduction in shortening ever 
occurs. 

It proved impossible to predict the degree of 
shortening accurately. While, in general, it could be 
said that, the severer the paralysis, the greater the 
shortening, there were notable exceptions to this 
rule. No relationship could be found between the 
amount of shortening and the incidence of paralysis 
in any individual muscle group. There was no sig- 
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nificant difference in leg shortening between those 
patients in whom the poliomyelitis had developed 
during the first 2 years of life and those in whom 
it had developed later. A cold, blue limb was not 
more likely to undergo severe shortening than one 
not so impaired. When paralysis was confined be- 
low the knee, shortening never exceeded 1% in.; 
when, however, muscles both below and above the 
knee were paralyzed, then shortening amounted to 
as much as 3% in. The cause of leg shortening is 
unknown. Premature epiphysial fusion was ob- 
served in only 2 patients in this series. 

Few references are to be found on the occurrence 
of increased growth in a leg paralyzed by poliomye- 
litis. In this study 7 patients with true lengthening 
were encountered. The discrepancy in all 7 was 
mild, being “% to % in. Six of these 7 patients had 
suffered a severe paralysis. Valgus deformity of the 
femoral neck sometimes occurs after poliomyelitis, 
and it was at first assumed that this might explain 
the increased length. Four of these patients, how- 
ever, had femoral necks with only a mild degree of 
valgus deformity, and in only one could the length- 
ening be completely explained in this way. Four 
patients in whom the leg lengthening was detected 
during routine clinical examination had been 
treated on hip abduction splints. The significance 
of this observation, like the etiology of the length- 
ening itself, is obscure. The author concludes that 
lengthening of a paralyzed leg can occur during 
the first 2 years after the onset of the paralysis, but 
is always a temporary phase. 


Treatment of Perforated Peptic Ulcer. C. A. Ghe- 
rardi and F. Baldrati. J. Internat. Coll. Surgeons 
31:154-160 (Feb.) 1959 [Chicago]. 


This report is based on observations on 181 pa- 
tients with perforated peptic ulcers who were ob- 
served over the past 10 years; 13 (or about 7%) 
were women; the patients ranged in age from 14 to 
84 years. Perforation was most frequent in the age 
group between 40 and 49 years, followed by those 
between 30 and 39 and 50 and 59. All but 6 of the 
patients were treated surgically. There were 20 
deaths among the 175 patients operated on (11.4%). 
This rather high mortality rate was directly related 
to the length of time that elapsed between perfora- 
tion and hospitalization and to the lack of adequate 
preoperative preparation, but the age factor also 
played a part. Simple closure of the perforation was 
the surgical method most frequently employed, and 
the authors regard this as the treatment of choice. 
Surgical therapy should be undertaken only after 
thorough preparation of the patient, and the im- 
mediate postoperative period should be planned 
with the same care and thoroughness. 

Fifteen patients were subjected to an emergency 
subtotal gastrectomy. The authors believe that in 
the presence of large perforations, suspected neo- 
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plastic ulcers, bleeding ulcers, or pyloric stenosis, 
and provided that no more than 12 hours have 
elapsed since perforation, subtotal gastrectomy may 
be performed. Gastric aspiration and the adminis- 
tration of adequate amounts of fluids, electrolytes, 
and antibiotics are important in the preparation for 
operation. The postoperative treatment also must 
be carefully planned. Conservative treatment should 
be considered only when the patient can be kept 
under constant close observation and when there 
is no doubt that sealing off of the perforation is 
taking place. Surgical treatment shortens the course 
of the disease and prevents complications. 


The Management of Venous Thrombosis and Pul- 
monary Embolism. W. F. Barker. Surgery 45:198- 
203 (Feb.) 1959 [St. Louis]. 


The author reports on 80 patients with deep 
venous thrombosis, 16 of whom also had a su- 
perficial saphenous thrombophlebitis, and 38 had 
pulmonary embolism during some part of their 
histories. Sixty-six of the 80 patients received anti- 
coagulant therapy; 42 of the 66 were given heparin 
and 24 received bishydroxycoumarin (Dicumaro)). 
There was a manifest recurrence of thrombophle- 
bitis in 22 patients, 6 of whom had been given 
heparin, 11 Dicumarol, and 5 had not received anti- 
coagulant therapy. In 6 patients the recurrence 
appeared while they received adequate anticoagu- 
lant therapy in the hospital (5 receiving Dicumarol 
and 1 heparin). In 11 patients recurrences appeared 
after intervals ranging from 2 days to 6 months after 
cessation of treatment of previous thrombophlebitic 
activity. Of the 38 patients with pulmonary em- 
bolism, 10 were not treated with anticoagulants, 
and all of them died. Twenty-eight were treated 
with anticoagulants; in only 6 of these was there 
no recurrence of embolism either while receiving 
anticoagulant therapy or after cessation of this 
therapy. Fatal pulmonary embolism occurred in 9 
patients, 8 of whom were treated with heparin and 
1 with Dicumarol. Ligation of major veins at a 
sufficiently high level was performed in 16 patients 
in an attempt to forestall anticipated pulmonary 
embolism; the vena cava was iigated in 4, the iliac 
vein in 3, and the femoral vein in 9 patients; the 
ligation was successful in 13 patients, but failed to 
prevent pulmonary embolism in 3 of the 9 patients 
with ligation of the femoral vein. 

These data indicate a serious failure rate in the 
form of either recurrent venous thrombosis or of 
originally occurrent or recurrent pulmonary em- 
bolism in patients treated with anticoagulants. 
Heparin seemed to be more effective than Dicu- 
marol in relieving the symptoms of venous throm- 
bosis, but it was associated with a considerable 
number of fatal pulmonary embolisms in the pres- 
ence of what appeared to be adequate therapy. 
Venous ligation, especially at the level of the vena 
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cava, when tolerable by the patient and when sup- 
plemented by postoperative anticoagulant therapy, 
seemed to offer the safest course with minimal 
morbidity. 


Twenty-five Years of Progress (III): Progress in 
Gallbladder and Biliary Tract Disease. W. H. Cole 
and W. Harridge. Am. J. Digest. Dis. 4:93-116 
(Feb.) 1959 [New York]. 


For the past 2 or 3 decades, evidence has been 
accumulating indicating that cholecystitis is pri- 
marily an inflammation of chemical origin and that 
infection is superimposed on the inflammation. It 
has been shown that a change in the ratio of 
cholesterol to fatty acids or bile acids by absorption 
of the bile salts through the gallbladder wall is very 
important in the causation of gallstones, particularly 
the cholesterol type. Iodoalphionic acid (Priodax) 
and iodopanoic acid (Telepaque), administered 
orally, proved to be highly effective for visualizing 
the gallbladder on roentgenographic examination. 
Operative cholangiography has been useful in the 
discovery of stones in the common bile duct. Cho- 
langiograms taken 2 weeks after choledochostomy 
proved to be a valuable aid in making sure no 
stones have been left at the time of the operation. 
Since air bubbles are, at times, difficult to distin- 
guish from stones, the occurrence of air bubbles 
may be prevented by introduction of a tiny plastic 
catheter, filled with iodopyracet (Diodrast), down- 
ward into the T-tube, as far as it will go. If iodopy- 
racet or sodium chloride solution is then injected, 
the air in the T-tube will be forced out. Intravenous 
cholangiography with the use of iodipamide (Cho- 
lografin) sodium, the first roentgenogram being 
taken 15 minutes after completion of the injection 
of the contrast medium and another 5 minutes 
later, has a definite advantage over postoperative 
cholangiography since the latter may introduce air 
into the common duct. 

Some surgeons tavor nonoperative treatment dur- 
ing an acute attack of cholecystitis and surgical 
treatment later after the acute inflammatory process 
has subsided. There is general agreement that, if 
the patient with acute cholecystitis is seen within 
48 hours after onset of symptoms and the diagnosis 
appears quite accurate, prompt operation is advis- 
able. Free perforation of the gallbladder into the 
peritoneal cavity with resultant bile peritonitis is a 
serious complication, resulting in death unless the 
corrective operation is performed within a few 
hours after the perforation has occurred. Immedi- 
ate operation is usually advisable because of the 
danger of perforation if signs of impending gan- 
grene of the gallbladder develop. The authors agree 
with those surgeons who feel that there should be 
a life expectancy of at least 7 or 8 years before 
advising cholecystectomy for asymptomatic chole- 
lithiasis. Most of the strictures of the common bile 
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duct are caused by trauma during cholecystectomy. 
Since treatment of these strictures is complicated 
and often associated with failure, the most impor- 
tant phase of therapy lies in prevention of this 
complication. 

In patients with gallstones and pain located in 
the left part of the precordium, removal of the 
gallbladder containing gallstones is definitely indi- 
cated if there are no electrocardiographic changes 
and if there is no history cf a coronary attack. 
Usually cholecystectomy for gallstones will eradi- 
cate the pain in such patients. Cholecystectomy for 
gallstones also may be indicated if the pain is not 
related to exercise, even though the electrocardio- 
graphic tracings are suggestive of coronary disease. 
Occasionally cholecystectomy will be indicated in 
patients with cholelithiasis if the electrocardiogram 
shows evidence of myocardial damage, and pain is 
present on exercise, provided that the cardiac status 
is well stabilized and there have been no attacks of 
coronary involvement for the past 3 to 6 months. 

If a patient has had a cholecystectomy and is 
having residual symptoms, the two most likely 
causes of these symptoms are stone in the common 
bile duct and fibrosis of the sphincter of Oddi. If 
the common duct is explored for stones and there 
is an obstruction at the terminal end, an attempt 
should be made to pass a probe or scoop, 5 mm. in 
diameter, through the sphincter into the duodenum. 
If the sphincter is fibrosed and will not allow pas- 
sage of the scoop or probe, the sphincter should be 
severed. It is actually desirable to cut the sphincter 
in 2 places to prevent reunion of the edges with 
reformation of the fibrosis. A T-tube should be 
inserted in the common duct after sphincterotomy, 
but should be removed early. 

In a 5-year study conducted by the authors be- 
tween 1948 and 1952, a zero mortality rate was 
noted for 169 patients, aged less than 60 years, 
undergoing cholecystectomy for cholelithiasis, and 
one death was noted among 54 patients over 60 
years of age. In patients who have typical right 
upper quadrant pain associated with gallbladder 
disease, removal of the gallbladder will result in 


elimination of the symptoms in 95% of the cases. If 


cholecystectomy were performed for atypical symp- 
toms, consisting perhaps of eructation, belching, 
and other symptoms of dyspepsia, results will be 
good in not more than 50 to 60%. 


Early Clinical Manifestations of Cancer of the 
Colon and Rectum: A Statistical Study. H. L. 
Bockus, M. H. Kalser, Y. Mouhran and others. Dis. 
Colon & Rectum 2:58-68 (Jan.-Feb.) 1959 [Phila- 
delphia]. 


A large proportion of cancers of the colon and 
rectum are curable if removed soon after the ap- 
pearance of first symptoms. The over-all cure rate 
of colonic carcinoma exceeds that of cancer at any 
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other site in the alimentary canal. The authors 
studied the early clinical manifestations of colonic 
and rectal cancer by reviewing the records of 418 
patients with proved cases seen at the Graduate 
Hospital of the University of Pennsylvania, Phila- 
delphia, from 1936 to 1958. There were 139 patients 
(33%) with cancer of the rectum, 209 (50%) with 
cancer of the right colon, and 70 (17%) with cancer 
of the left colon. Lesions occurring in the sigmoid 
as well as those in the midtransverse colon and 
distal thereto (excluding the rectum) are included 
under the designation “left colon.” Before consider- 
ing the early manifestations, the authors point out 
that colonic and rectal cancers are sometimes pre- 
ceded by antecedent or precursor lesions. Such 
lesions were observed in 41 (9.8%) of the 418 pa- 
tients. There were 4 patients with ulcerative colitis, 
20 with a single polyp, 6 with multiple colonic 
polyposis, and 11 patients who had been operated 
on previously for cancer of the colon. 

Abdominal pain or discomfort, blood in the 
stools, and change in bowel habits were the most 
significant early symptoms. Pain was the commonest 
early symptom, particularly in colonic cancers; it 
was somewhat less frequent in rectal cancers, but 
it existed in 78% of the entire series of 418 cases. 
Change in bowel habits was the second most com- 
mon symptom; it occurred in 71% of rectal, 69% of 
left colonic, and 54% of right colonic neoplasms; it 
was the commonest first symptom in rectal neo- 
plasms and was present in 67% of the entire series 
of cases. The third important early symptom was 
passage of gross blood in the stools; this occurred 
in 80% of rectal, 49% of left colonic, and 30% of 
right colonic lesions; it closely followed “change in 
bowel habits” as a first symptom in rectal neoplasms 
(37%) and occurred as a first symptom in 26% of 
lesions in the left colon (including the sigmoid). 

While symptoms such as intestinal obstruction, 
anemia, weight loss, symptoms of metastasis, and 
palpable mass usually occur later in the course of 
colonic and rectal cancers, any of these manifesta- 
tions of advanced growth may at times constitute 
the first clinical feature of the disease. Intestinal 
obstruction, usually a symptom of moderately ad- 
vanced disease, was considered to be the significant 
presenting complaint in 16% of left colonic lesions, 
and in 11% of the entire series of 418 cases. Anemia 
was noted in 24% of all neoplasms and in 53% of 
right colonic lesions. Weight loss exceeding 10 lb. 
(4.5 kg.) was noted in 38% of the patients. Symp- 
toms caused by metastasis were observed in 7% of 
the patients on admission. A palpable mass was 
recorded in 37% of the patients with colonic carci- 
nomas (excluding rectum); it was present in 29% of 
left colonic lesions and in 69% of right colonic neo- 
plasms. 

Delay in diagnosis of over 6 months was attrib- 
utable to the patients in 23% of the cases and to 
physicians in 28%. The average length of the delay 
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was practically the same regardless of the location 
of the neoplasm. The over-all length of the delay in 
diagnosis was less in the group of patients seen 
after 1951 than in the group seen between 1936 
and 1950. 


Total Reconstruction of the External Ear. R. C. 
Tanzer. Plast. & Reconstruct. Surg. 23:1-15 (Jan.) 
1959 [Baltimore]. 


After citing the principal difficulties in producing 
an acceptable substitute for a missing ear, the 
author discusses 4 concepts, some new and some 
modifications of the views of others, that have been 
evolved to create a technique of reconstruction. He 
has applied these concepts successfully to the treat- 
ment of congenital microtia in 2 boys, aged 5 and 
6 years respectively. 1. The ear is visualized as a 
structure composed essentially of 4 separate planes 
—conchal floor, conchal wall, antihelix-scapha com- 
plex, and helix. The antihelix-scapha complex is 
the key component of the reconstruction. If the 
antihelix and scapha can be properly formed and 
positioned, then the remaining 3 components can be 
developed as adjuncts to the principal structural 
block, either at the time of construction of the block 
or later. 2. In every method the surgeon has intro- 
duced the framework through an incision at some 
point on the head peripheral to the proposed site 
of the helix. The author feels that, and explains 
why, it is advantageous to implant the auricular 
cartilage through a central incision in the conchal 
region. 3. A complete unit reproducing the entire 
ear cartilage is not only unnecessary but undesir- 
able, because it is too bulky and makes adequate 
coverage by skin difficult. An antihelix-scapha-helix 
unit is much more practical. The largest rib of a 
5-year-old child is not large enough to allow the 
carving of this unit. However, 2 rib cartilages 
placed side by side yield sufficient width and depth 
to permit the fashioning of a normal adult-sized 
antihelix-scapha unit. With this key component 
completed, it is then possible to carve a helix from 
another rib, warp it, and wire it perpendicular to 
the edge of the scapha. 4. In the normal ear from 
one-third to one-half of the conchal cavity lies 
below the adjacent skin level; hence, the conchal 
floor can be simply constructed by removing tissue 
in the form of a flap from the concha, rolling it 
forward under itself to produce a tragus, and im- 
planting a free graft in the conchal defect. The 
creation of the wall of the conchal cavity, lying in 
a plane at right angles to that of the conchal floor 
and of the antihelix, while at the same time bring- 
ing the ear out at a proper angle to the side of the 
head, offers one of the major barriers to successful 
ear reconstruction. The author finally decided that 
the simultaneous production of the auriculocephalic 
angle and the construction of the conchal wall were 
impractical and that the logical solution was to 
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bring the antihelix-scapha-helix unit outward into 
proper position like a valise handle, leaving the 
conchal wall deficient and constructing it at a later 
time from adjacent retroauricular tissue. 

The author illustrates his technique with dia- 
grams. While he has used this technique in only 2 
patients, it is applicable to several types of microtia 
and adaptable, at least in some measure, to partial 
or total traumatic loss of the auricle. The recon- 
struction, as outlined, can be safely completed in 
one year rather than the 20 and 21 months em- 
ployed in the 2 patients. With further experience it 
may prove feasible to reduce the plan to 4 steps: 
rotation of auricle and implantation of cartilage, 
formation of the “valise handle” in 2 stages, closure 
of the tunnel, and formation of tragus and conchal 
floor, all of which could be accomplished in a pe- 
riod of about 8 months. The method of constructing 
the cartilage assembly from costal cartilage has 
been used in 4 other unfinished cases of various 
types, with gratifying results in each instance. 


Automobile Accidents: The Multiple Injury Patient. 
E. R. Shipley. Maryland M. J. 8:52-54 (Feb.) 1959 


[Baltimore]. 


This report is concerned with 178 patients re- 
quiring hospitalization on account of automobile 
accidents at South Baltimore General Hospital. The 
physician in the accident room may be confronted 
not only with more than one victim of an accident 
but also with victims having multiple injuries. 
There are 3 emergencies in which life or death may 
depend on seconds: respiratory insufficiency, hemor- 
rhage, and cessation of heart action. If respiratory 
insufficiency threatens because of obstruction of the 
air passage, a tracheotomy should not be delayed. 
A blind tracheotomy can be performed with a 
Sheldon tracheotome, or a large caliber needle may 
be inserted into the cricoid-thyroid membrane to 
admit air into the upper trachea, but the simple 
removal of blood and debris from the mouth and 
pharynx is usually sufficient. When respiratory em- 
barrassment has its origin in the lungs, the adminis- 
tration of oxygen by positive pressure, endotracheal 
intubation, or manual breathing may be necessary. 
Respiratory insufficiency may be caused also by 
disruption of the pneumodynamics of the pleural 
space. An open sucking thoracotomy or a hemo- 
pneumothorax may prevent aeration of the lungs. 
Occlusion of the wound with a dressing is usually 
sufficient in a sucking wound of the chest. Immedi- 
ate tapping and aspiration are essential in hemo- 
pneumothorax. When respiratory insufficiency is 
due to interruption of the blood supply through or 
to the lungs, the administration of atropine sulfate 
may overcome the massive vasospasm. 

Cessation of heart action requires opening the 
chest and rhythmic manual compression of the 
heart. Injection of epinephrine directly into the 
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heart is often tried but is frequently without avail. 
Overt hemorrhage is usually easily treated, but 
concealed hemorrhage may be difficult to detect. 
The area of injury should give a clue whether an 
intrathoracic or an intra-abdominal vessel is injured, 
and there should be no delay in operation. 

After the 3 major emergencies have been properly 
managed, a complete examination should be car- 
ried out. The patient may be uncooperative, either 
because he is under the influence of alcohol or 
because of head injuries, and under these circum- 
stances injuries may be overlooked. Even in the 
well-oriented, cooperative patient who has under- 
gone an automobile accident, there are areas which 
do not hurt and which do not point to injury, but 
which may prove, within 24 to 48 hours, to be quite 
serious. A patient who complains of a broken 
shoulder, leg fractures, or massive lacerations, and 
does not complain of chest injuries, may on the fol- 
lowing day be found to have pneumonitis as a result 
of broken ribs. The physician must carefully evalu- 
ate each patient for fractures of cervical or thoracic 
vertebrae. The whiplash type of injury to the neck 
is extremely common in automobile accidents, and 
it is quite disabling. 

Head injuries ranked first among the severe in- 
juries in the 178 patients; 60 had concussion or 
other severe injury of the brain. There were 141 
fractures. Minor lacerations occurred in 67 pa- 
tients, major lacerations in 16, chest injuries in 8, 
and abdominal injuries in 6. Only one patient had 
severe facial injuries, and one patient had a severe 
eye injury. Four patients suffered evulsions of the 
teeth. During the past year the number of pelvic 
fractures seems to have increased. Eighteen of the 
141 fractures were pelvic fractures, and 55 of the 
fractures were in the lower extremities. 


Resolving Scoliosis. J. C. Scott. J. Bone & Joint Surg. 
41B:105-113 (Feb.) 1959 [London]. 


It has been generally accepted as a working 
hypothesis in scoliosis that, once a curve with 
structural changes is present in a growing child, it 
will gradually increase. The extent of the increase 
will depend on various factors, the most important 
single one being the length of the growth period 
still ahead of the patient. Some of the unknown 
factors can be exemplified by the markedly different 
types of curve in poliomyelitis—the paralytic type 
and the type which the author calls “idiopathic.” 
No reliable evidence is yet available as to what is 
responsible for different curve patterns. In the study 
of the factors concerned, the variety of curve pat- 
terns, and their progress, the author had found that 
this gradual increase with varying speed did not 
always take place. At 6 months there was a high 
proportion of infants (80%) having a definite lateral 
curve of 10 degrees or more, and this decreased 
without treatment, so that the incidence had fallen 
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to 7% by 18 months and none of these children had 
a measurable deformity by the age of 2 years. This 
state of affairs was considered to be a natural in- 
fantile alignment of the spine, and the disappear- 
ance of the curve was attributed to the assumption 
of the erect posture. A “resolving” type of infantile 
scoliosis was also described in which curves of 20 
degrees with structural changes gradually disap- 
peared over intervals up to 4 years. 

In this paper the author reports on 4 children in 
whom infantile idiopathic structural scoliosis grad- 
ually decreased during the period of active growth. 
The curve patterns and progress suggested that 
“resolving” types of scoliosis may be much more 
frequent and variable than is at present appreciated. 
These cases are of particular interest in that they 
all fall into the infantile “idiopathic” group, and all 
might have been expected to proceed to severe de- 
formity. They were recognized at a time when full 
spinal growth was ahead, and all had the type of 
structural changes so often seen in the early stages 
of the progressive curve. It is of interest that the 
curve pattern was the same in the 4 patients. The 
significance of this is slight in so small a number— 
many of the severe curves occupy this same area— 
but in the progressive type the apex tends to be 
higher and the curves shorter. None of these pa- 
tients had any treatment which could have affected 
the outcome in any way. 


NEUROLOGY & PSYCHIATRY 


Preliminary Observations on Ego Development in 
Children with Congenital Defects of the Genitouri- 
nary System. A. D. Fineman. Am. J. Orthopsychiat. 
29:110-120 (Jan.) 1959 [New York]. 


This study deals with the question of whether 
children with particular defects in the anatomy and 
function of the body parts normally used in the 
controlled rhythmic output of urine and _ feces 
would develop specific aberrations of personality 
structure. Ten males and 2 females with exstrophy 
of the bladder, their ages ranging from 3 to 26 
years, were studied during a period of about one 
year. All patients in this series have been treated, 
or are being treated, by the same type of surgical 
corrective procedures, which are begun sometime 
between the ages of 4 and 6 years. This surgical 
intervention results in an intact body wall and fairly 
normal-appearing external genitalia. Excretion of 
both urine and feces occurs through the anus. The 
reproductive organs are functional; women with 
this condition may give birth to normal children 
without difficulty; the males have erections and 
emit seminal fluid. 

The attitudes of the mothers of these patients 
with congenital defects varied from direct abandon- 
ment to extreme overprotection, involving refusal 
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to bear more children and slavish devotion to the 
damaged child. Since most of them were born in 
small hospitals where physicians and nurses were 
unfamiliar with this particular anomaly, the mother 
did not receive the support of a correctly informed 
and understanding physician, which seems to be 
the most important factor in the very beginning of 
the mother’s relationship to the child. 

In those patients with exstrophy of the bladder 
in whom there existed a functional cloaca, the anal 
sphincter control appeared to take on functions 
more closely related to urination than to defecation. 
The problem of night wetting showed a close re- 
semblance to enuresis, with the complication, how- 
ever, that with these patients, soiling of the bed- 
clothes was conceived of as a much dirtier process 
than merely wetting with urine. Body image con- 
cepts of being a receptacle filled with dirty fluid 
were common. A general frequency of bowel move- 
ments as well as a poor to nonexistent control of 
the excretion during the preoperative period has 
been reported by the mothers of 5 boys. Less diffi- 
culty than expected in the control of urinary and 
fecal excretion was observed in the children after 
the operation. The mother of a boy who was oper- 
ated on at 3 years 10 months reported that he was 
untrained preoperatively but was completely dry, 
day and night, 7 months postoperatively. The child’s 
capacity for control, in this case, seemed to be 
markedly influenced by the mother’s expectations 
and her feelings about the curative effect of the 
operation. 

Three adult male patients who were observed 
regarding the development of their personalities 
were characterized by a feeling of unreality; the 
level of social achievement seemed to have made 
little inroad on this feeling. They envisaged a life 
of solitude as their lot. Two women who were seen 
were similarly characterized by fearful avoidance 
of close relationships and repression of affect, but 
with them it seemed that the apparent affectless 
state was maintained more as a defense against 
feelings of being rejected, because of their own 
feelings of being damaged, ugly, or distorted. They 
did not present a picture of utter hopelessness, as 
did the men, where the sole alternatives were either 
to succumb or to deny. In the male children, denial 
and restitution fantasies were freely utilized. A 
5%-year-old boy said, “I can pee through the front 
when I want to, sometimes, or when I get bigger.” 
It is interesting that this child, who had been dam- 
aged since birth, nevertheless demonstrated the 
typical oedipal fantasy of the castrating father. A 
12-year-old boy, who had been institutionalized 
since the age of 3, has responded well to therapy 
insofar as his bowel control, social adjustment, and 
school achievement are concerned, but he still 
demonstrates a desperate necessity to maintain his 
defensive barriers almost completely intact, as did 
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the adult males. A 10-year-old boy with excellent 
bowel control protected himself with such rigidity 
that, even after a year of weekly interviews during 
which his warm attachment to the therapist was 
quite apparent, he could allow almost no communi- 
cation about his bodily defects. 

This rigid defensiveness of the older children and 
the adults, as compared with the younger children, 
was greater than the difference expected because of 
their ages. It appeared rather as though the reality 
of their bodily structure and function was just too 
painful to bear, and the denial mechanisms which 
they had developed had to be carefully guarded 
from the peril of reality testing. These patients 
lived in a state of chronic anxiety. However, they 
were definitely amenable to therapy. In all cases, 
the relationship developed with the therapist was 
a markedly dependent one, the progress of the pa- 
tient for a considerable period of time being sus- 
tained by direct giving in terms of material gifts 
as well as ego building; the latter efforts were rein- 
forced by parental support plus the aid of such 
accessory figures as school and medical personnel. 


The Alimentary Route of Infection in Tick-Borne 
Encephalitis. E. N. Levkovich and V. V. Pogodina. 
Probl. Virol. (Translation from the Russian) 3:154- 
160 (no. 3) 1958 [New York]. 


Epidemiologic and serologic studies were made 
on 102 patients with tick-borne encephalitis trans- 
mitted by the alimentary route through milk during 
an epidemic in the Kemorovo province of the Soviet 
Union in 1955 and in the Sverdlovsk province in 
1956. In only 7 of the 102 patients did the disease 
have a sporadic character; in the remaining 95 pa- 
tients encephalitis occurred in family groups rang- 
ing from 2 to 8 patients per focus. The incidence of 
the disease was higher among the younger age 
groups, with 25% of all the cases occurring among 
children, aged less than 5 years. The transmission 
of the disease by the use of goat’s milk by all the 
patients was undoubted, since only 3 of the 102 
patients had been bitten by ticks, and the remaining 
99 patients, most of whom lived in urban areas, had 
not been in contact with ticks. The incubation pe- 
riod varied from 1 to 14 days and most often from 
3 to 9 days. 

Neutralization tests with diminishing doses of 
the virus of tick-borne encephalitis (strain F), by 
the method of intracerebral titration in white mice, 
were carried out on serums obtained at different 
stages of the illness from patients and their goats. 
In 26 of 29 patients positive neutralization indexes 
(from 50 to 5,623) were obtained, increasing during 
convalescence in most of these patients. At the 
same time neutralizing antibodies were detected in 
the serums of the goats. In some of the patients 
infected by the alimentary route, the immune re- 
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sponse developed slowly; serums obtained from 
these patients at the 4th, 5th, and even 8th week 
from the onset of the disease were negative, or 
doubtfully positive, with respect to their neutrali- 
zation indexes, and diagnostically reliable antibody 
levels were found only on later examinations. Of 6 
isolated strains of encephalitis virus, 5 were isolated 
from the blood of patients in the acute stage of the 
disease and 1 from the blood of a goat; in their 
biological and antigenic properties the strains were 
found to be identical with each other and with a 
reference strain of tick-borne encephalitis virus. 

In order to verify the possibility of a latent in- 
fection of man through the raw milk of goats in a 
focus of tick-borne encephalitis in the Kemorovo 
province, observations were made on persons of the 
healthy population and their goats, which were kept 
in pastures heavily infested with ticks. By careful 
preliminary questioning, a group was selected from 
an urban population never in contact with ticks, 
never being affected by tick-borne encephalitis or 
vaccinated against it, and regularly using raw milk 
from their own goats. It was found that most of the 
goats examined (13 of 19) possessed considerable 
titers of neutralizing antibodies. Among the owners 
of goats using the milk in raw state, high antibody 
titers were also found, which in view of the condi- 
tions of selection of the group could be explained 
only by infection through the milk of the infected 
goats. For control purposes the neutralization in- 
dexes were determined in the serum obtained from 
the owners of goats who did not drink the milk or 
who used it only after boiling. The neutralization 
indexes of these persons were very low. The re- 
ported data revealed that in foci of tick-borne 
encephalitis latent immunization of the population 
is possible, not only as a result of direct contact 
with infected ticks but also through the use of raw 
milk from infected goats. 


The Response to the Controlled Infection by Atten- 
uated Poliomyelitis Virus in the Neonatal Period 
and Early Infancy. M. Martins Da Silva. Minnesota 
Med. 42:83-87 (Feb.) 1959 [St. Paul]. 


Of 138 pregnant women who were selected for 
vaccination with Salk vaccine, 69 received the 
vaccine intradermally (0.2 cc. twice, 3 to 4 weeks 
apart) and the other 69 women received the vaccine 
subcutaneously (1 cc. twice, 3 to 4 weeks apart). 
Blood samples were collected immediately before 
the first injection and about 4 weeks after the 
second injection. At delivery a third specimen of 
maternal blood and a sample of cord blood were 
obtained. Blood samples were collected from the 
infants at about 3-month intervals for one year or 
until no detectable antibody titers remained. Intra- 
dermal inoculation elicited as good an antibody 
response as the larger subcutaneous dose in those 
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women whose antibody titers were measurable be- 
fore and after vaccination. The 3 lots of com- 
mercially prepared Salk vaccine used varied in 
antigenic potency. Cord blood antibody titers were 
equal to or within one tube difference of maternal 
titer at delivery in 85% of the infants in whom such 
comparisons could be made. The “half-life” of types 
1, 2, and 8 antibodies present in the neonatal period 
was 37 days regardless of the level of the cord 
blood titers. Detectable antibody titers were pres- 
ent at 9 months of age in most of the infants who 
had an antibody level of 1:1024 or greater at birth. 
These findings confirmed again that poliomyelitis 
antibodies are passively transferred in man from 
mother to infant. 

To a group of 25 infants, aged less than 6 months, 
born of mothers vaccinated during pregnancy with 
Salk vaccine, type 1 attenuated poliomyelitis virus 
(SM strain) was given orally mixed in nursery for- 
mula or regular cow’s milk. The presence of virus 
in the feces and the immune response in each in- 
fant were followed by serial cultures of feces at 
weekly intervals for 5 to 12 weeks and by serum 
antibody determinations at 1-month to 3-month in- 
tervals up to one year. No significant untoward 
reactions were observed in the infants fed the 
attenuated virus. The antibody titers obtained in 
these infants were above the expected levels of 
passive antibodies and represented “active” anti- 
bodies which presumably were the result of vacci- 
nation. Comparison of killed Salk vaccine with the 
living SM vaccine thus suggests that the placentally 
transferred passive immunity resulting from the 
vaccination of mothers with Salk vaccine can be 
converted to an actively acquired immunity by the 
oral administration of SM vaccine to the infant 
during the phase of declining protection of ma- 
ternal antibodies. 


Torulosis. M. G. F. Donnan. J. Fac. Radiologists 
10:17-20 (Jan.) 1959 [Bristol, England]. 


Recent case reports of torulosis (cryptococcosis) 
indicate an increasing recognition of the disease 
and of its world-wide distribution. The infecting 
organism, Cryptococcus neoformans, is a single 
cell which reproduces by budding. Surrounding 
the organism in the tissues is a clear zone of 
gelatinous material. The miliary nodule is the 
commonest pathological lesion. Where there is a 
paucity of organisms, the lesion may be a fibrotic 
granuloma. Where there is a massive _prolifera- 
tion of cryptococci, the lesion may be a gelatinous 
mass. The portal of entry may be the skin, intes- 
tinal tract, or respiratory tract, the last most com- 
monly. Cure has been reported after removal of 
isolated lung lesions. Involvement of the brain 
and meninges is almost uniformly fatal. The 5 pa- 
tients mentioned by the author were observed in 
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the Royal Perth Hospital, Perth, Western Aus- 
tralia. Two cases had been described in 1955. Of 
the 3 newly presented here, 2 concerned aboriginal 
girls, aged 17 and 16 years, respectively; the third 
was that of a 41-year-old white man. 

In the 17-year-old girl a rounded opacity lying 
at the left base was detected in a mass roentgeno- 
graphic chest survey. She had had one episode 
of severe lower chest pain, but on admission she 
was asymptomatic. The ovoid opacity was not 
homogeneous in density, and tomography demon- 
strated multiple fusiform radiolucent areas. A de- 
generated hydatid cyst was suspected. At thora- 
cotomy a hard tumor was felt lying under the 
pleura of the posterior surface of the lower lobe. 
Lobectomy was carried out. The cut surface of 
the specimen showed firm, creamy tissue. Micro- 
scopically the pale tissue was seen to be necrotic 
lung parenchyma. Among the necrotic tissue were 
numerous yeasts with the morphologic and _his- 
tochemical characteristics of C. neoformans. The 
patient was well on discharge from hospital. 

The 16-year-old girl was first admitted to a 
hospital for aborigines complaining of pain in the 
neck and exhibiting erratic acts—sudden loud cries, 
collapsing on the floor, and clumsiness on eating. 
Routine examination at first elicited nothing ab- 
normal. Later, no tendon reflexes could be elicited, 
and there was papilledema and optic atrophy. 
The patient’s mental state had deteriorated, and 
she was incontinent. She was admitted to the 
Royal Perth Hospital on Nov. 4, 1954. Physical 
examination and cytological and biochemical ex- 
amination of the cerebrospinal fluid suggested a 
tuberculous meningitis, but the tubercle bacillus 
was neither identified nor cultured. Cerebral an- 
giography was inconclusive. Ventricular drainage 
was instituted, but after 3 days the patient pulled 
the catheter out. Some days later cryptococci 
were found on direct smear of the cerebrospinal 
fluid obtained by lumbar puncture. The patient 
died on Jan. 1, 1955. Autopsy revealed extensive 
brain lesions and granulomas in the lung, which 
contained numerous cryptococci. 

The 41-year-old man dated his symptoms of 
left-sided hemiparesis and hemianesthesia from 
an accidental blow to the face 8 months previous- 
ly. Five years previously he had had a right lower 
lobectomy for bronchiectasis. The findings on 
roentgenoscopy of the skull suggested the possi- 
bility of a thalamic space-occupying lesion, but 
there was no papilledema and the cerebrospinal 
fluid was normal, and he was discharged. Several 
months later the patient was readmitted as un- 
manageable. There had been progression of his 
symptoms, and, in addition, he had headache and 
diplopia and was vomiting. Vomiting persisted; 
he became comatose and died several weeks later. 
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Autopsy revealed a large, gelatinous, light brown- 
ish mass occupying the right side of the thalamus 
and the hypothalamus. Inferiorly and medially, 
the mass extended into the midbrain. There was 
an old subarachnoid hemorrhage in the parietal 
region on the left and in this region was a brown- 
ish, wedge-shaped cystic infarct involving both 
cortex and white matter. The adjacent sulci con- 
tained fibrinous exudate which also appeared gelat- 
inous. Histologically, the right side of the thalamus 
was a mass of cryptococci. The left-sided parietal 
cortex showed cortical invasion by cryptococci 
with some gliosis and spread of the organisms to 
the subarachnoid space, with a localized area of 
meningitis. Section of a small lung focus showed 
a mass of cryptococci with surrounding fibrosis. 
The final diagnosis was torulosis of the lung with 
spread to the parietal cortex and thalamus. 


Some Peculiarities of the Seasonal Occurrence of 
Poliomyelitis in Finland. P. Nuorteva. Ann. med. 
exper. et biol. Fenniae 36:335-342 (no. 4) 1958 
(In English) [Helsinki]. 


In the temperate climates.poliomyelitis is preva- 
lent in spring and summer. This epidemiologic 
behavior is poorly understood, as freezing does 
not inactivate the poliomyelitis virus. The assump- 
tion that flies or other arthropods act as tranmit- 
ters of poliomyelitis during the epidemics could 
offer an explanation for the epidemiologic be- 
havior of this disease. In fact, viruses of polio- 
myelitis have been extracted from houseflies and 
from several species of blowflies collected during 
or before epidemics. In the present article, at- 
tention is drawn to some peculiar features in the 
seasonal occurrence of poliomyelitis in Finland, 
and an attempt is made to elucidate these pecu- 
liarities from an entomologist’s point of view. The 
cases on which this report is based had been re- 
ported to the Medical Board of Finland during 
the years 1938-1957. 

Notes on the flying times and geographical dis- 
tribution of some flies are based on the records 
of the trapping dates and of the localities of these 
insects in the Entomologic Museum of Helsinki. 
The series examined for this paper consisted of 
more than 1,000 specimens of the genus Lucilia 
collected by different persons in 95 parishes sit- 
uated in various parts of Finland. It was found 
that in 3 provinces along the southern coastal 
area of Finland poliomyelitis occurred somewhat 
later than in the other provinces. This fact can be 
correlated with the occurrence of the virus-spread- 
ing blowfly, L. sericata Meig., which occurs only 
in the southern coastal area and which shows a 
seasonal maximum of abundance later in the sea- 
son than do other flies. The commoner occurrence 
of poliomyelitis in winter in the northern provinces 
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than in the south is discussed in connection with 
a hypothetical transmission of the disease by over- 
wintering flies and cockroaches. 


Mental Disorders in Cerebral Cysticercosis. R. Jeri. 
Rev. psig. peruana 1:211-227 (July-Dec.) 1958 (In 
Spanish) [Lima, Peru]. 


Thirty-two patients with cerebral cysticercosis 
were observed in the Sanatorio de Enfermedades 
Nerviosas y Mentales and in the department of 
mental diseases of the Instituto Nacional de En- 
fermedades Neoplasicas, both in Lima, Peru. 
Twenty-eight of the patients had mental disturb- 
ances. All the patients had a history of having suf- 
fered for a long time with headache, convulsions 
of all types of epilepsy, visual disorders, certain 
forms of paresis, and other neurological symptoms. 
In all of them the symptoms corresponded to a 
cerebral lesion (focal or diffuse) or a lesion in the 
infratentorial structures. One of the patients died 
in status epilepticus. A diagnosis of cerebral cysti- 
cercosis was made in 29 patients by the results of 
one, or more than one, of the techniques used in 
the diagnosis of neurosurgical diseases or else 
an explorative craniotomy; it was made during 
autopsy in 3 cases. Cysticercosis was cystic (sin- 
gle or multiple) in 10 cases, racemose in 8, and 
mixed cystic and racemose in 14. The foci of in- 
festation by cysticerci were the cerebral hemi- 
spheres in 18 cases, the posterior cranial fossa in 
31, and the spinal cord in 1. Some of the patients 
had simultaneously hemispheral, ventricular, and 
cisternal cysticercosis. The infestation was chronic 
in all cases. The mental disorders consisted of 
acute delirium, psychotic reactions of the chronic 
toxicoinfectious type, and severe changes of per- 
sonality. Careful neuropsychiatric observation of 
the patients permitted reaching a diagnosis of 
cerebral cysticercosis after elimination of the diag- 
noses of schizophrenia or manic-depressive reac- 
tion previously made in the patients. 

The author concludes that examination of the 
central nervous system by means of rachicentesis, 
radiology of the cranium, ventriculography, and 
explorative craniotomy is indispensable in all pa- 
tients with associated focal or diffuse neurological 
symptoms, mental disturbances, and convulsions, 
in search of clues for cerebral cysticercosis as the 
cause of the mental disorder. There is no rela- 
tion between the acuteness and type of psychosis 
and the type and cerebral location of cysticercosis 
and extension of the infected foci, except in cases 
of chronic racemose cysticercosis. In the latter 
form the severity of dementia parallels the ex- 
tension of atrophy, which results from both the 
obstructive hydrocephalus and the disorders of 
local circulation which follow cysticercotic peri- 
arteritis and endoarteritis. 
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GYNECOLOGY & OBSTETRICS 


A Little-Known Form of Mammary Dystrophy: 
Dilated and Secreting Lactiferous Ducts. G. Seillé 
and J. de Brux. Presse méd. 66:2051-2053 (Dec. 25) 
1958 (In French) [Paris]. 


The syndrome of dilated and secreting lactiferous 
ducts is not well known. It was observed by the 
authors in 10 women during a period of 6 months; 
one patient was 40 years of age, and the others 
were in the period immediately preceding or fol- 
lowing the menopause. The clinical symptoms of 
this syndrome vary. The secretion may appear as 
a milky discharge from the breast in a filiform 
spurt on moderate compression of an area on or 
around the areola mammae. A small, painful tumor 
may be present in, or absent from, the area un- 
der the areola. Alternatively, the milky secretion 
of the mammary glands in women at the meno- 
pause may accumulate in the ampullae of the 
lactiferous ducts in the region of the areola with- 
out being excreted from, or reabsorbed by, the 
body. This benign lesion consists of a dilatation, 
from 3 to 7 mm. in diameter, of 3 to 20 bluish 
lactiferous ducts under the areola, which ducts un- 
dergo a scleroinflammatory process. The syndrome 
is macroscopically distinguishable from malignancy, 
since incising the affected lactiferous ducts pro- 
duces a milky discharge instead of dark-red blood. 
If the tumor is related to a subsequent suppurative 
process, with ulceration of the skin and fistuliza- 
tion, an erroneous diagnosis of tuberculosis may 
ensue. Microscopic examination of the milky dis- 
charge reveals the presence of lipids, desquamated 
cells of small vessels, and absence of both blood 
corpuscles and epitheliomatous cells. 

The correct diagnosis of this syndrome prevents 
performance of unnecessary mastectomy. Treat- 
ment is surgical, being similar to the operation 
for dendritic adenoma. If the lesion is associated 
with inflammation, a combined cortisone and local 
or general antibiotic therapy is recommended pre- 
operatively. The authors believe that the etiology 
of this syndrome is unrelated to a lactational dis- 
order, but may be attributed to either a dystrophic 
lesion or an unexpected secretion of a quiescent 
gland. 


A Study on the Behavior of C-Reactive Protein 
During the Puerperium and in Normal Conditions. 
F. Calapa. Minerva ginec. 10:885-888 (Nov. 30) 
1958 (In Italian) [Turin, Italy]. 


The presence of C-reactive protein was studied 
in 60 normal pregnant women—10 in the first 
trimester of pregnancy, 20 in the second trimester, 
and 30 in the third trimester; in 90 women in labor 
after a normal pregnancy—50 women were in the 
dilating phase and 40 in the expulsive phase; in 
80 normal puerperas—80 were followed from the 
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Ist to the 7th day, and 20 from the 8th to the 
14th day after labor; and in 5 women in whom 
the behavior of C-reactive protein was followed 
from the third trimester of pregnancy to the 7th 
day of the puerperium. Two methods based upon 
an immunological response were used: (a) the 
agglutination reaction with specific rabbit anti- 
serum (McLeod and Avery method) and (b) the 
complement-fixation reaction with rabbit antiserum 
(Mushel and Weatherwax method). No difference 
was found in the results obtained by the 2 methods. 
The search for C-reactive protein gave positive 
results in 30% of all the tests made. Positivity 
was not so frequent during the first months of 
pregnancy but tended to become more frequent 
with the advancement of pregnancy; positive re- 
sults were obtained in 10% of the patients in the 
first trimester of pregnancy, in 25% of those in 
the second trimester, and in 40% of those in the 
third trimester. Positive results were frequent in 
patients in labor—in 36% of the patients in the 
dilating phase and in 100% of those in the expul- 
sive phase. Marked positive results were obtained 
in the tests given to the puerperas—in 76% of the 
patients followed from the Ist to the 7th day of 
the puerperium and in 60% of those followed from 
the 8th to the 14th day. The positivity of the 
C-reactive protein tests given to the 5 patients fol- 
lowed from the third trimester of pregnancy to 
the 7th day of the puerperium became marked 
during labor and increased more so during the 
first few days of the puerperium. The author con- 
cludes that in normal pregnancy C-reactive pro- 
tein appears in the serum around the 7th month 
of pregnancy and that it increases with the evolu- 
tion of pregnancy, during labor, and during the 
puerperium. 


Effect of Serotonin upon Labor in Women. A. Val- 
secchi. Minerva ginec. 10:898-901 (Nov. 30) 1958 


(In Italian) [Turin, Italy]. 


The effect of serotonin was studied in a group 
of 22 women, 16 primiparas and 6 pluriparas, in 
whom labor was induced because of uterine inertia, 
or premature rupture of the membrane with infec- 
tion of the amniotic fluid, or prolonged pregnancy. 
Each patient received a 10-mg. intramuscular 
injection of a double salt of serotonin (5-hydroxy- 
tryptamine creatinine sulfate); a second injec- 
tion of 10 mg. was given intramuscularly after 
30 minutes, and a third injection of 5 mg. after 
2 hours. In some women serotonin was given be- 
cause other drugs administered previously had 
had no effect. During the administration of sero- 
tonin it was observed that tachycardia, present at 
the beginning of the injection, decreased progres- 
sively and that after a maximum of 20 minutes 
it had disappeared; the blood pressure went up 
10 to 25 mm. Hg in 12 patients but returned to 
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normal values after a maximum of 15 minutes; 
and tachypnea lasting 30 to 60 seconds was ob- 
served in 8 patients, but disappeared as soon as 
the administration of the drug was suspended. 
Bradycardia of the fetus occurred in 15 patients, 
but this phenomenon did not indicate that the 
drug caused suffering to the fetus, since all the 
living infants were born normal; treatment of one 
patient was started when the fetus was already 
dead, and in 2 other patients the suffering of the 
fetus was caused by dystocia of the umbilical! 
cord. Of the 22 patients in whom it was necessary 
to induce labor, 13 presented an excellent and 
satisfactory course with expulsion of the fetus; 
failures were observed in the remaining 9 patients. 
The author believes that a particular endocrine 
equilibrium is necessary in order that serotonin 
may be able to manifest its oxytocic effect. The 
drug caused brief, but significant, changes in the 
cardiocirculatory and respiratory systems of the 
mother and had some effect as well on the heart 
beat of the fetus. Passage of serotonin through 
the placenta is believed to be possible. 


THERAPEUTICS 


Triamcinolone in Rheumatoid Arthritis and Psori- 
atic Arthritis. S. J. Bosch, O. Garcia Morteo, A. Por- 
rini and others. Medicina 18:103-108 (June) 1958 
(In Spanish) [Buenos Aires]. 


Triamcinolone (9-alpha-fluoro-16-alpha-hydroxy- 
prednisolone) was given to a group of 19 patients, 
made up of 15 patients with rheumatoid arthritis 
and 4 with psoriatic arthritis. Most of the patients 
were women, between the ages of 19 and 69 years. 
When triamcinolone therapy was started, 11 pa- 
tients had failed to respond to prednisone ad- 
ministered for a long period, 2 were receiving 
corticotropin (ACTH), and 6 had not had any 
previous steroid treatment. Triamcinolone was 
given in daily amounts of 12 mg. divided into 
4 doses. The drug was given uninterruptedly for 
a period which varied between 1 month and 
4 months. In the majority of the patients the 
daily maintenance dosage also proved to be 12 mg. 
The functional capacity improved greatly in all 
the patients who had a capacity of the first and 
the second class; it improved moderately in those 
with a capacity of the third class and in one of 
the 2 patients with a functional capacity of the 
fourth class. In the whole group of 19 patients 
there was complete remission of the arthritis in 
4 patients, great improvement in 8, moderate im- 
provement in 5, and failure of the treatment in 
2. In cases of psoriasis there was complete re- 
mission of the skin disease in 1 patient and great 
improvement in 3. In all cases peeling of the psori- 
atic lesions and their size diminished, and pruritus 
entirely disappeared. All the patients with psoriasis 
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stated that the relief afforded by triamcinolone 
had never been obtained with any other treatment. 
There was a loss of weight (from 1 to 6 kg. [3 to 
13 Ib.]) during the treatment in 10 patients. Six 
patients complained of excessive gastric acidity, 
which made it necessary to stop the treatment 
in one patient. Two patients complained about 
nausea and dizziness, 2 showed moderate hyper- 
tension, and 2 experienced debility of the legs. 
Nine patients had moon face, but they had it 
before the administration of triamcinolone as a re- 
sult of previous treatment. None of the patients 
had edema. The authors conclude that the results 
of the treatment are promising. However, the 
observations are still recent. A greater number 
of patients and observations on them for longer 
periods will be necessary to reach conclusions. 


Clinical Experiences with the Antibiotic Sigma- 
mycin, with Particular Consideration of Its Effect 
on the Intestinal Flora. R. Blass. Schweiz. med. 
Wehnschr. 89:158-161 (Feb. 7) 1959 (In German) 
[Basel, Switzerland]. 


The author reports on 117 patients with various 
infections, such as pneumonia, abscess, furuncu- 
losis, phlegmon, paronychia, osteomyelitis, lympha- 
denitis, pleural empyema, peritonitis, urogenital 
infections, and wound infections, who were treated 
with Sigmamycin, an antibiotic compound of tetra- 
cycline and oleandomycin, at the surgical clinic 
of the University in Zurich, Switzerland. As a rule, 
1.5 Gm. of the drug in 3 subdivided doses at 8- 
hour intervals was given daily for 5 days. Bac- 
teriological examination of the feces was carried 
out before the institution of therapy and on the 
5th day of therapy. Of the 117 patients, 93 had 
been treated unsuccessfully for 3 to 21 days with 
streptomycin and penicillin before the institution 
of Sigmamycin therapy; the remaining 24 were 
treated primarily with Sigmamycin. In 48 of the 
117 patients the causative agent was Staphylococ- 
cus pyogenes var. aureus, and in the other pa- 
tients various gram-positive and gram-negative 
causative agents were found. The results obtained 
showed the high effectiveness of Sigmamycin, 
particularly in the patients with suppurative infec- 
tions, most of which were caused by Staph. pyo- 
genes var. aureus. By breaking through the re- 
sistance of the latter causative agent, especially 
in cases of typical endemic hospital infections, 
Sigmamycin proved to be a valuable addition to 
the medicinal armamentarium. 

Disturbances of the intestinal flora which had 
been observed in patients treated with broad- 
spectrum antibiotics were observed again in the 
patients treated with Sigmamycin. Considerable 
reduction in the titers of Escherichia coli and Aero- 
bacter organisms to numbers ranging from 1,000 
to 10,000 and less was observed in 17 patients 
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(14%). In 46 patients variations in titer values were 
not observed, and in the remaining 54 patients 
the titer values were reduced, but not below one 
million bacteria per gram of feces. The frequency 
of intestinal evacuations was running parallel with 
the reduction in Escherichia and Aerobacter titers. 
In general, the consistence and amount of the 
feces decreased in the course of the administra- 
tion of Sigmamycin. Diarrhea occurred only in 
6 cachectic patients of advanced age. In only 
2 of the 6 patients were the titer values consid- 
erably decreased and resistant bacteria present 
in large amounts. The results of the bacterial ex- 
amination of the feces remained normal in the 
4 other patients. 

These observations make the frequently re- 
ported relationship of enteritic phenomena with 
the occasionally severe disturbances in the intes- 
tinal flora depending on the administration of 
antibiotics questionable. Despite the few untoward 
reactions to Sigmamycin in this series, its use may 
occasionally interfere seriously with the balance 
of the micro-organisms in the intestine; therefore, 
penicillin and streptomycin, which are the best tol- 
erated antibiotics, should always be given first 
choice, and Sigmamycin second choice. 


Thioctic Acid and the Modifications of Lipid Metab- 
olism in Cardicangiopathic Atherosclerotic Pa- 
tients. R. Cattaneo, E. Levi and C. Prinotti. Acta 
gerontol. 8:123-140 (July-Sept.) 1958 (In Italian) 
[Milan, Italy]. 


The therapeutic effect of thioctic acid was studied 
in 15 patients with hypercholesteremia. The pa- 
tients ranged in age from 48 to 70 years (average, 
58), and all of them had vascular or cardiac dis- 
ease with a definite tendency toward atheroscle- 
rosis or arteriosclerosis. The lowest value of total 
cholesterol in the serum was 206 mg. per 100 cc., 
and the highest was 322 mg. per 100 cc. The pa- 
tients received one intramuscular injection of 
50 mg. of thioctic acid each day for 7 consecutive 
days. The values of cholesterol were determined 
at the beginning and again at the end of treat- 
ment. Treatment with thioctic acid caused a 
marked drop in the cholesterol level. Total choles- 
terol dropped from an average of 245 mg. per 
100 cc. to an average of 213 mg. per 100 cc. (a 
13% drop); esters of cholesterol dropped from 
an average of 223 mg. per 100 cc. to an average 
of 184 mg. per 100 cc. (a 17% drop); combined 
cholesterol dropped from an average of 132 mg. 
per 100 cc. to an average of 109 mg. per 100 cc. 
(a 17% drop); and free cholesterol dropped from 
an average of 112 mg. per 100 cc. to an average 
of 104 mg. per 100 cc. (a 7% drop). Alpha-lipopro- 
teins increased from an average of 19.4 mg. per 
100 cc. to an average of 24.4 mg. per 100 cc. (a 
26% increase), and beta-lipoproteins dropped from 
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an average of 80.6 mg. per 100 cc. to an average 
of 75.6 mg. per 100 cc. (a 6% drop). The authors 
think that the effect of thioctic acid is such that, 
if it is permanent (their observations were limited 
to a very short period of time), the acid can be 
used effectively in the treatment of patients with 
hypercholesteremia. 


Thrombocytopenia During Chlorothiazide Treat- 
ment. P. Nordquist, G. Cramer and P. Bjérntorp. 
Lancet 1:271-272 (Feb. 7) 1959 [London]. 


The authors describe observations on 6 patients 
in whom thrombocytopenia developed during treat- 
ment with the orally administered diuretic com- 
pound, chlorothiazide. Three of them also had a 
purpuric rash. To confirm that chlorothiazide was 
the cause of the thrombocytopenia, test doses 
were given and in vitro tests were made in 2 of 
the patients, and patch tests were performed in 3. 
The in vitro tests were: (1) inhibition of clot re- 
traction, (2) immune-precipitate formation, and 
(3) platelet agglutination and lysis. In addition, 
platelet agglutination was studied on stained blood 
films. In 2 of the patients there was a direct con- 
nection between chlorothiazide and the throm- 
bocytopenia, and a third showed positive in vitro 
tests for chlorothiazide. 

Chlorothiazide was used at the clinic with which 
the authors are connected in about 400 patients 
last year, which indicates that a decrease in cir- 
culating platelets may appear in more than 1% 
of the patients. The thrombocytopenia was the 
only toxic manifestation of chlorothiazide in the 
bone marrow. The reaction was usually brief, and 
the platelet count returned to normal as soon as 
chlorothiazide was withdrawn. These observations 
indicate the desirability of doing a blood cell 
count when chlorothiazide is given to older and 
debilitated patients, or when it is combined with 
other drugs that may have a depressing effect on 
the hematopoietic system. 


Acute Hepatic Necrosis Following Iproniazid Ther- 
apy: Value of Glutamic-Oxaloacetic Transaminase 
Estimation in Early Detection. C. M. B. Pare and 
M. Sandler. Lancet 1:282-284 (Feb. 7) 1959 [Lon- 
don]. 


The authors present 2 patients in whom acute 
hepatic necrosis developed after iproniazid ther- 
apy. One patient, who recovered, was being treated 
for intractable angina of effort; the other, who 
died, was taking part in a trial of this drug in the 
treatment of depression. When during this trial 
it became known that liver damage occasionally 
develops after treatment with iproniazid, the au- 
thors carried out liver function tests in order to 
detect early changes which might indicate this 
complication. The determination of the serum 
glutamic oxalacetic transaminase (SGO-T) level has 
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recently come into extensive use as an index of 
hepatocellular damage. The authors estimated the 
SGO-T level in 29 patients undergoing treatment 
with iproniazid, and they found raised levels in 9. 
While the significance of this finding is still un- 
certain, in the interest of the safety of the patients 
a raised SGO-T level should be regarded as pre- 
sumptive evidence of early hepatic damage, and 
discontinuance of treatment with iproniazid would 
seem advisable. 


PATHOLOGY 


On the Role of the Thyroid in Native Resistance 
to Tuberculosis: I. The Effect of Hyperthyroidism. 
M. B. Lurie, P. Zappasodi, R. S. Levy and R. G. 
Blaker. Am. Rev. Tuberc. 79:152-179 (Feb.) 1959 
[New York]. 


Since thyroid hormones increase the metabolism 
of cells and accelerate growth and differentia- 
tion, experiments were performed on about 350 
rabbits, belonging to 8 different races of different 
genetic resistance to tuberculosis and of varying 
degrees of inbreeding, in an attempt to ascertain 
whether the native resistance to tuberculosis might 
be increased in certain races by increasing the 
amount of thyroid hormones available to the tis- 
sues. The effect of hyperthyroidism was tested on 
the same genetic strain with litter mates in the 
control-test and experimental groups. Hyperthy- 
roidism was induced by the administration of 
i-triiodothyronine or .-thyroxin intramuscularly 
for 2 to 4 weeks before the exposure to a single 
quantitative inhalation of virulent human tubercle 
bacilli, H37Rv. Injections of the hormones then 
were made daily or 3 times weekly during the 
course of the resultant tuberculous infection. 

The results showed that hyperthyroidism in- 
duced by the administration of the 2 hormones 
utilized in these experiments suppressed to a 
greater or less degree the inception and progress 
of the pulmonary tuberculosis produced by the 
quantitative inhalation of human tubercle bacilli 
in 4 races of rabbits with low or intermediate 
genetic resistance to the disease. L-triiodothyronine, 
a substance which is 2 to 5 times more active 
than L-thyroxin, also exerted a definite suppressive 
influence on the development of an already exist- 
ing tuberculosis when the hormone was admin- 
istered 3 weeks after the infection. The native 
resistance of the highly inbred and most susceptible 
rabbit race could not be materially increased by 
this treatment. By cultural methods it was found 
that the administration of both the hormones 
utilized in the experiments markedly restrained 
the accumulation of bacilli in the lungs and in- 
creased, to a varying degree, their spread to the 
draining lymph nodes. Microscopic studies sub- 
stantiated the gross and cultural observations. 
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Whenever these hormones exerted a conspicuous 
inhibitory effect on the inception and progress of 
tuberculosis, there was a concomitant sharp re- 
duction in tuberculin sensitivity. 

The difference in host-parasite relationships be- 
tween treated and untreated rabbits of the same 
genetic resistance was of the same bacteriological 
and pathological nature as that between untreated 
natively resistant and susceptible rabbits. Genetic 
resistance is characterized by high innate ability 
of the tissues to inhibit the accumulation of tuber- 
cle bacilli and by a marked spread of the bacilli 
from the portal of entry to the draining lymph 
nodes. The administration of thyroid hormones to 
certain races is likewise characterized by an in- 
creased inhibitory capacity of their tissues against 
the accumulation of tubercle bacilli, by an en- 
hancement of the spread of the bacilli from the 
lung to the draining nodes, and by an increased 
resistance to the disease. 


On the Role of the Thyroid in Native Resistance 
to Tuberculosis: II. The Effect of Hypothyroidism: 
The Mode of Action of Thyroid Hormones. M. B. 
Lurie, P. Zappasodi, R. G. Blaker and R. S. Levy. 
Am. Rev. Tuberc. 79:180-203 (Feb.) 1959 [New 
York]. 


Since the data reported in the preceding paper 
showed that hyperthyroidism increases resistance 
to tuberculosis, it should follow that hypothyroid- 
ism would reduce it. In an attempt to confirm this 
assumption, hypothyroidism was produced by thy- 
roidectomy, or hv the subcutaneous administration 
of 100 mg. of propylthiouracil suspended in sodium 
chloride solution 5 times a week, in rabbits of 3 of 
the 8 races used in the previous experiments (1 of 
very high resistance, 1 of intermediate resistance, 
and 1 of low resistance), which were then exposed 
to the quantitative inhalation of virulent human 
tubercle bacilli as in the preceding study. 

The results showed that hypothyroidism induced 
by thyroidectomy or the administration of propyl- 
thiouracil reduced the native resistance of the 
inbred rabbits to the inception and progress of 
tuberculosis. This was largely effected by an en- 
hancement of the accumulation of the bacilli in the 
tissues and the consequent extension of caseation. 
Thyroidectomy tended to induce a marked atrophy 
of the spleen, in contrast to the hypertrophy of the 
spleen induced by thyroid hormone treatment; pro- 
pylthiouracil did not produce any change in the 
spleen. Despite the marked accumulation of bacilli 
in the lesions of hypothyroid rabbits, their tuber- 
culin sensitivity was markedly reduced, particularly 
in rabbits which had undergone thyroidectomy. 
Similarly the perifocal inflammation about the ex- 
tensive caseous foci in the latter was reduced. This 
is ascribed to the reduced inflammatory irritability 
of the tissues in the hypothyroid state. The host- 
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parasite relationship in the hypothyroid rabbits is, 
in many respects, similar to that of natively suscep- 
tible rabbits or rabbits under the influence of corti- 
sone; this relationship in hyperthyroid rabbits is 
similar to natively resistant animals. These parallels 
were shown by the growth and destruction of 
bacilli, by the extent of caseation, and (to some 
extent) by the spread of bacilli from the site of 
invasion. 

Concerning the mode of action of thyroid states 
on enhancing or suppressing the growth of bacilli, 
mere increase in oxygen consumption is not a factor 
in this process, for dinitrophenol, a calorigenic 
agent, reduced resistance and increased the number 
of bacilli in the lesions; and an elevation of the 
metabolic rate of certain races by triiodothyronine 
failed to increase resistance. In certain rabbits, 
hyperthyroidism tended to accelerate antibody for- 
mation to a nonspecific antigen, bovine serum 
albumin. Thyroidectomy definitely and significantly 
retarded and depressed antibody formation to this 
antigen. Whether this is due to a reduction of indi- 
vidual cellular activity or to other factors has not 
been determined. There was no difference in the 
basal metabolic rate of natively resistant and sus- 
ceptible rabbits; however, tuberculosis caused hy- 
pertrophy of the thyroid gland in certain untreated 
rabbits. The differing host-parasite relationships in 
different thyroid states are consistent with the con- 
cept that thyroid function is one of the constitu- 
tional factors controlling native resistance to tuber- 
culosis in rabbits. 


On the Presence in the Human Saliva of a Hemo- 
agglutination-Inhibiting Factor Affecting the Paro- 
titic (Mumps) Virus. C. A. Romanzi and P. Filippi. 
Gior. batt. e immunol. 51:229-237 (May-Oct.) 1958 
(In italian) [Turin, Italy]. 


The: authors studied the influence of human 
saliva on the hemoagglutination activity and the 
infective power of the mumps virus. The saliva 
was collected from normal adults in a quantity 
of 20 to 30 cc. on an empty stomach. The mumps 
virus used was of the Enders strain, and at the 
moment of the tests it had a hemoagglutination 
value of 1/640 and an infective value of 10°*°. 
Results of tests relative to the effect of undiluted 
saliva on scalar dilutions of the virus showed that 
the saliva had a marked hemoagglutination-inhibit- 
ing effect; the intensity of these results varied ac- 
cording to the subject who had given the saliva 
and the day when the saliva was given. Storing 
the saliva at 4C decreased slightly its hemoagglu- 
tination-inhibiting effect. Other tests showed that 
saliva had no effect on the infective power of the 
mumps virus inoculated in embryonated chicken 
eggs. Tests on the direct effect of saliva on erythro- 
cytes showed that in most cases the treatment of 
red blood corpuscles with saliva did not interfere 
with the agglutination of the same corpuscles by 
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the mumps virus, showing that the hemoagglutina- 
tion-inhibiting effect takes place directly on the 
virus rather than on the red blood corpuscles. 
Spontaneous agglutination of the red blood cor- 
puscles after contact with the saliva occurred in a 
few cases. Heating of the saliva at 56 C for 30 
minutes did not cause any changes in the results. 
Tests made to compare the hemoagglutination-in- 
hibiting effect of saliva and the hemoagglutination- 
inhibiting effect possessed by the serum of the same 
subject showed that the 2 effects are completely 
separated and that the effect of saliva is not due to 
the possible presence of serum antibodies within the 
same saliva. The authors believe that saliva contains 
an inhibiting “element” which acts on the mumps 
virus and checks its hemoagglutination activity. 


Fatigue and Tumors: On the Influence of Fatigue 
Induced by Swimming on the Development of 
Lipschiitz Ascites Tumor in Mice. L. A. Ardoino 
and §. Matracia. Cancro 11:392-405 (no. 5) 1958 
(In Italian) [Turin, Italy]. 


A number of male and female mice were inocu- 
lated intraperitoneally with 25 cc. of Lipschiitz 
polyploid ascites tumor. Some of the animals were 
kept as a contratest group, and the rest were 
subjected to fatigue by making them swim in water 
at 28 to 30 C for 45 minutes every day for 12 
days. The animals were weighed before the inocu- 
lation of the tumor cells, on the 6th day after the 
inoculation, and on the 12th day; on the latter day 
they were killed by decapitation. A slight increase 
in body weight and a marked reduction in the 
total volume of ascites tumor were found in the 
animals subjected to fatigue as compared with the 
contratest animals. The average volume of ascites 
tumor of 18 animals subjected to fatigue was 1.61 
cc., and in 18 contratest animals it was 6.55 cc. 
The total number of tumor cells contained in the 
ascitic fluid from the test mice subjected to fatigue 
was much lower than that from the contratest mice. 
The mitotic rate was low in the test mice, and when 
the ascitic fluid obtained from them was rendered 
cell-free by centrifugation, it was generally less 
turbid than the fluid from the contratest mice. 

There was no difference in the ultraviolet absorp- 
tion spectrums of the cell-free fluids from the two 
groups of mice. In both groups the ascitic fluid 
showed substances which had the spectrum of 
nucleoproteins, being characterized by a curve with 
a high of 2750 A and a low of 2500 A. Small 
masses of solid tumor were found frequently in 
the abdominal cavity of animals subjected to 
fatigue; these masses were absent in the contra- 
test animals. The small masses of tumor had 
developed mainly on the serous coat, in the tunica 
muscularis of the intestinal loops, and in the mesen- 
teric tissue; growth on the parietal layer of the 
peritoneum was rare. The authors believe that the 
differences in results obtained in the group of mice 
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subjected to fatigue were caused by the stressing 
effect of the fatigue, and especially by the changes 
in the phlogistic reactivity of the vascular and 
mesenchymal tissues which play an important role 
in the growth of tumor. 


Carcinoma of the Renal Cortex: Pathology and 
Prognosis. J. H. Childers. Texas J. Med. 55:96-98 
(Feb.) 1959 [Austin]. 


Gross pathological and microscopic studies were 
performed by the author on specimens obtained 
during surgery or at autopsy from 47 patients with 
carcinoma of the renal cortex, who were admitted 
to the University of Texas Medical Branch Hos- 
pitals in Galveston between January, 1945, and De- 
cember, 1954. The average age of these patients 
was 56.8 years. Thirty-one patients were men, and 
16 were women. Only 39 of the 47 patients were 
suitable for detailed study, since the condition of 8 
was diagnosed by histological study of tissue re- 
moved for biopsy and since they subsequently did 
not have a nephrectomy or autopsy. In each of 
these 8 patients roentgenologic and clinical studies 
confirmed the biopsy diagnosis of carcinoma of the 
kidney. In reviewing the 39 surgical and autopsy 
specimens, gross pathological changes were re- 
corded. The diameter of the mass, as recorded in 
38 patients, was less than 5 cm. in 4 patients, 5 to 
10 cm. in 22, and more than 10 cm. in 12. The major 
part of the mass was located in the upper pole in 
16 patients, in the midportion in 1, and in the lower 
pole in 7; in 11 patients it replaced most of the 
kidney. Multiple sections were studied from each 
neoplasm to determine the predominant cell type, 
grade of the neoplasm, extension, and vascular in- 
volvement. Twenty cases were classed as clear-cell 
type, 11 as granular-cell type, and 8 as mixed (gran- 
ular-cell and clear-cell) type. The cases were classi- 
fied according to the index of Hand and Broders; 
7 cases were classed as grade 1 (least malignant), 17 
as grade 2, 14 as grade 3, and 1 as grade 4. Sections 
taken at the hilar region of the kidney confirmed 
the gross observations of vein invasion in 10 in- 
stances and revealed microscopically areas of vas- 
cular invasion in 10 additional cases. Microscopic 
evidence of vein involvement was present in 20 
patients. 

Follow-up information was obtained early in 
1958 regarding the present status of 8 patients in 
this series who are still living from 41 to 98 months 
after the operation. Thirty-seven patients of the 
total series died, and 2 patients were lost to follow- 
up. A favorable prognosis, as seen in these 8 pa- 
tients, could not be correlated with age, sex, size of 
the mass, ulceration of the pelvis, extension through 
the capsule, histological grade, association with 
renal calculi, hemorrhage, or necrosis. Two of the 
8 patients survived 98 and 44 months in spite of 
metastatic pulmonary disease. The presence of gross 
areas of calcification in the cut sections of the 
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neoplasm was mentioned in 6 cases; 3 of these 
patients were alive and had an average survival of 
63 months at the time of follow-up. Three patients 
with findings of vascular invasion had an average 
survival rate of 58 months after nephrectomy, which 
shows that demonstration of vascular invasion 
should not be construed as a hopeless sign. Four of 
the 8 living patients had neoplasms composed of 
clear cells, and 4 had neoplasms of the clear-cell 
and granular-cell variety. For all 39 patients, the 
survival rate was 40 months in patients with the 
finding of mixed (clear-cell and granular-cell) type 
of carcinoma; in those with clear-cell type of car- 
cinoma it was 20 months; and in those with granu- 
lar-cell type of carcinoma it was 8.4 months. 


Carcinoid in the Duodenum. P. E. Rasmussen. 
Ugesk. lager 121:13-15 (Jan. 1) 1959 (In Danish) 
[Copenhagen]. 


Carcinoids are tumors developed from the argen- 
taffin cells, cells of Kultschitzky, at the bottom of 
the Lieberkiihn crypts in the intestine. These 
tumors are potentially malignant and, depending on 
the location, tend to metastasize to the regionary 
lymph nodes and the liver. The appendicular car- 
cinoids are almost always benign; from 20 to 75% 
of the extra-appendicular tumors are considered to 
be malignant. The appendicular carcinoids are 
found twice as often in women as in men, with 
average age of 25 years, while the others are equally 
apportioned between the sexes, with average age 
of 55. The so-called carcinoid syndrome, attributed 
to an increased blood content of serotonin, secreted 
by the Kultschitzky cells, comprises carcinoid with 
extensive metastases, pulmonary stenosis or tricus- 
pid lesion, and intermittent flush in the face and 
possibly on the extremities. While the diagnosis of 
carcinoid could earlier be made only at operation 
and histological examination, preoperative diag- 
nosis is now possible by the establishment of the 
carcinoid syndrome and/or establishment of an in- 
creased serotonin content of the blood and urine. 
Because of the potential malignity, the disease 
should be treated as cancer, although patients with 
metastases to the liver have lived up to 20 years 
after diagnosis. Complete removal of the tumor and 
all metastases is thought to give a good chance of 
cure or at least a long period free from symptoms. 

Postoperative diagnosis of carcinoid was made in 
a woman, aged 64 years, who had had repeated 
hematemesis for 9 years. No metastases were de- 
monstrable at operation. There was a heart disorder, 
and auscultation pointed to affection of the tricus- 
pid valves. The patient’s face was remarkably 
flushed. Examination of the urine for serotonin 
about 2 weeks after operative removal of the tumor 
gave negative results. A month and a half after the 
operation marked paling of the ruddy complexion 
had occurred. The hemorrhages are ascribed to 
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erosions of the mucous membrane over the tumor 
or stasis bleeding from pressure of the tumor on 
the mucous membrane. 


Some Effects of Stenosis of the Terminal Common 
Bile Duct on the Biliary Tract and Liver: An Ex- 
perimental Study. J. V. Pikula and J. E. Dunphy. 
New England J. Med. 260:315-318 (Feb. 12) 1959 
[Boston]. 


Obstruction to the flow of bile has been con- 
sidered an important factor in the formation of 
gallstones. The authors cite investigators who sug- 
gested that stenosis of the terminal biliary papilla 
or sphincter may be an important cause of gall- 
stones. To investigate this possibility further, in- 
complete stricture of the lower common bile duct 
was produced in 13 dogs. A band of Cellophane 
was sutured around the lower common bile duct. 
In 7 experiments the band was lightly sprinkled 
with sodium dicetyl phosphate. The serum alkaline 
phosphatase, the electrophoretic pattern of serum 
alkaline phosphatase and serum proteins, the serum 
bilirubin, the color of the stools, and biopsies of the 
liver were studied at intervals until the experiment 
was completed by the death or killing of the animal. 
In 5 animals the pressure within the biliary tract 
was determined. At postmortem examination the 
degree of stricture was ascertained, and the biliary 
passages and liver were examined grossly and 
microscopically. It was found that incomplete 
stricture of the lower common bile duct in dogs was 
associated with a rapid elevation of serum alkaline 
phosphatase, variable elevation of serum bilirubin, 
and progressive biliary cirrhosis. Gallstones oc- 
curred in 5 of 9 experiments in which an incornplete 
stricture without acholic stools was produced. It 
was not clear why the serum alkaline phosphatase 
should be lower in the animals with jaundice and 
in which gallstones formed. 

If one assumes that the source of the serum 
alkaline phosphatase is the epithelium of the biliary 
passages, it may be that in the more extreme de- 
grees of obstruction in which jaundice develops and 
gallstones form, there is interference with the func- 
tion of the biliary epithelium and hence a lower 
alkaline phosphatase. It is also evident that under 
the conditions of these experiments the develop- 
ment of gallstones is but one facet of a derange- 
ment of biliary and hepatic function characterized 
by stasis, high alkaline phosphatase, varying de- 
grees of jaundice, and extensive gross and micro- 
scopic damage to the liver. The experimental 
syndrome is much closer to the clinical picture of 
cholangiolitic hepatitis or primary biliary cirrhosis 
than it is to uncomplicated cholelithiasis in man. 
Since it is rare in man to have such marked de- 
rangement of hepatic and biliary tract function in 
association with gallstones, the present study does 
not provide confirmatory evidence that stenosis of 
the biliary tract is a common primary cause of gall- 
stones in man. The degree of stenosis in these ex- 
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periments may be a crucial determining factor. 
The present study does not exclude the possibility 
that very slight stenosis or malfunction of the lower 
common bile duct leads to gallstones without the 
development of concomitant extensive disease in 
the liver. 


ANESTHESIA 


Anileridine as an Anesthetic Agent. J. T. Stage. 
Internat. J. Anesth. 6:25-28 (Jan.) 1959 [Baltimore]. 


Anileridine (Leritine) is a new narcotic agent 
with an analgesic potency approaching that of 
morphine and several times greater than that of 
meperidine. The analgesic effect begins within 15 
to 30 minutes after administration and lasts from 
5 to 6 hours. In dogs, subcutaneous administration 
of 8 mg. of anileridine per kilogram of body weight 
produces strong analgesia lasting for over 6 hours. 
Unlike morphine, anileridine has shown no emetic 
action in dogs. The compound is also effective 
orally. Nalorphine reverses the action of anileridine, 
antagonizing both the analgesic effect and the mild 
respiratory depression produced by the drug. 

The author used anileridine in a series of 100 
patients undergoing various surgical procedures. 
He administered the compound in place of meperi- 
dine as a primary anesthetic agent, in conjunction 
with nitrous oxide, thiopental sodium, and tubo- 
curarine. Initial trials with intermittent doses were 
later abandoned in favor of the continuous drip 
method. Anileridine appeared to be more potent 
than meperidine, and with the drip method no 
significant apnea or hypotension occurred. Patients 
responded to command before leaving the operat- 
ing table, and manifested little excitement on awak- 
ening. Analgesia appeared to persist up to 3 hours 
postoperatively. The new narcotic appeared to be 
a safe and satisfactory compound for use as a pri- 
mary anesthetic agent. The combination of anileri- 
dine with nitrous oxide, thiopental sodium, and 
tubocurarine provided an adequate, controllable, 
and nonexplosive mixture. 


The Use of Heparin to Minimize Thrombocytopenia 
and Bleeding Tendency During Hypothermia. R. H. 
Wensel and W. G. Bigelow. Surgery 45:223-228 
(Feb.) 1959 [St. Louis]. 


Preliminary experiments on dogs showed that in 
the animals subjected to an anesthetic alone there 
was no alteration in platelet levels, while in hypo- 
thermic anesthetized dogs the fall of platelets aver- 
aged 63% of the normal count. The greatest fall 
occurred at the lowest temperatures reached. In 
dogs which were cooled, anesthetized, and given 
heparin in doses ranging from 0.5 to 1 mg. per 
kilogram of body weight, the fall of platelets aver- 
aged 41% of the normal count. No hemorrhage was 
noted in either the heparinized or the nonheparin- 
ized animals. 
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The influence of heparin on hypothermic throm- 
bocytopenia was tested in 12 consecutive adult 
patients undergoing hypothermia for open heart 
surgery, chiefly the repair of atrial septal defects. 
The first 6 of the 12 patients received no heparin 
before the induction of hypothermia. The second 6 
patients received 15 to 20 mg. of heparin intrave- 
nously before the induction of hypothermia. Platelet 
counts were taken before the induction at 35 C 
(95 F), and at 5-degree intervals thereafter on cool- 
ing and rewarming. In the 6 patients who did not 
receive heparin before the induction, the platelet 
fall averaged 46%. One of these patients showed a 
pronounced hemorrhagic tendency which was con- 
trolled. This was the patient with the lowest plate- 
let count. The 6 patients who received heparin 
before the induction and who underwent subse- 
quent hypothermia had an average platelet fall of 
only 19%. This difference is statistically significant. 
No hemorrhagic tendencies were noted in this 
group. Before the use of small doses of heparin 
routinely in hypothermia, hemorrhagic tendencies 
were noted in 3 of 14 patients. One of these pa- 
tients died within 12 hours of operation. At autopsy 
a large mediastinal hematoma and hemothorax 
were found. In 10 consecutive patients in whom 
small doses of heparin were used to modify the 
hypothermic thrombocytopenia, there was no hem- 
orrhagic tendency or uncortrollable oozing. 

In this small series of patients the use of heparin 
thus has minimized thrombocytopenia and has 
eliminated bleeding tendencies. The authors feel 
that heparin minimizes thrombocytopenia only if 
given just before cooling. It will not increase the 
number of circulating platelets in a patient already 
hypothermic. Presumably heparin acts by reducing 
the adhesiveness or agglutinability of platelets be- 
low a critical level. 


PHYSIOLOGY 


On the Placental Transfer of Vitamin C: An Experi- 
mental Study on Guinea Pigs and Human Subjects. 
N. Riaihaé. Acta physiol. scandinav. (supp. 155) 
45:1-53, 1958 (In English) [Stockholm]. 


The process of transfer of vitamin C across the 
placental barrier from mother to fetus was studied 
in guinea pigs and in human subjects. Specimens of 
maternal blood, cord blood, and amniotic fluid from 
9 cases of legal abortion performed at Sédra Barn- 
bérdshuset in Stockholm, and from 41 normal de- 
liveries at the Women’s Clinic of the University 
of Helsinki, were studied. Experiments on human 
subjects were performed as follows. The umbilical 
cord was cautiously exposed by a vaginal hyster- 
otomy made on the mother with the aid of ether 
anesthesia. In 3 women, initial blood samples were 
drawn from the umbilical vein and from the left 
antecubital vein, and immediately injections of 1 
Gm., 1 Gm., and 1.5 Gm., respectively, of L-ascorbic 
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acid were made into the right antecubital vein. 
Maternal and fetal blood samples were collected 
after 3, 6, and 15 minutes respectively. In 4 women, 
the L-ascorbic acid solution was injected into the 
maternal circulation some time before the exposure 
of and blood sampling from the umbilical cord. In 
vitro studies on the passage of L-ascorbic acid and 
dehydroascorbic acid from plasma to erythrocytes 
were made from adult and fetal blood in order to 
clarify the in vivo experiments on placental transfer. 
The in vitro permeability of adult and fetal human 
erythrocytes to dehydroascorbic acid was studied 
in venous blood samples from healthy adults and 
from the cord blood obtained during 4 normal 
deliveries. 

The in vitro results showed that, after an addition 
of L-ascorbic acid to adult and fetal blood, nearly 
all the added vitamin remained in the plasma, and 
only a very slight increase of the total ascorbic acid 
content was found in the erythrocytes. After addi- 
tions of dehydroascorbic acid to adult and fetal 
human blood, a marked increase of total ascorbic 
acid content was found in the erythrocytes, and 
only a slight increase was observed in the plasma. 
The permeation of dehydroascorbic acid into adult 
and fetal human erythrocytes occurred at equal 
rates. In the studies of blood samples of maternal 
and cord blood obtained in the course of legal 
abortions and normal deliveries, it was found that 
all the fetal blood samples contained more total 
ascorbic acid (mean, 2.01 mg. per 100 cc.) than the 
maternal blood (mean, 1.24 mg. per 100 cc.). De- 
hydroascorbic acid was distributed more equally 
(mean in fetal plasma, 0.40 mg. per 100 cc. and in 
maternal plasma, 0.38 mg. per 100 cc.) on both sides 
of the placenta, whereas the fetal plasma contained 
more L-ascorbic acid (mean, 1.06 mg. per 100 cc.) 
than the maternal plasma (mean, 0.40 mg. per 100 
cce.). Studies relating the total ascorbic content of 
the amniotic fluid to that of maternal and fetal 
plasma showed that, when the total ascorbic acid 
content of the maternal plasma exceeded the mean 
normal value of 0.60 mg. per 100 cc., an accumula- 
tion of total ascorbic acid was found in the amniotic 
fluid; in contrast, when the fetal plasma showed 
values below the mean normal value of 1.20 mg. 
per 100 cc., the amniotic fluid contained an even 
lower total ascorbic acid concentration. Experi- 
mental studies in which L-ascorbic acid was injected 
into the mother, and samples of blood were taken 
from the umbilical cord during legal abortion, 
showed a slight but distinct increase of total ascorbic 
acid in the fetal plasma. 

These findings indicate that the transfer of vita- 
min C across the placenta most probably occurs as 
dehydroascorbic acid, and that the high content of 
vitamin C in the fetal blood is due to an increase in 
the concentration of L-ascorbic acid on the fetal 
side of the placenta. This mechanism of transfer 
would make it possible for the fetus to maintain a 
high concentration of vitamin C. 
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Studies on the Renal Concentrating Mechanism: 
III. Effect of Heavy Exercise. L. G. Raisz, W. Y. W. 
Au and R. L. Scheer. J. Clin. Invest. 38:8-13 (Jan., 
pt. 1) 1959 [New York]. 


Earlier investigations had demonstrated that 
heavy exercise decreases urine flow, sodium excre- 
tion, glomerular filtration rate, and effective renal 
blood flow in man. In addition, albumin, casts, and 
red blood cells were often found in the urine sedi- 
ment after exercise. Since the renal concentrating 
ability is a sensitive measure of renal impairment, 
the present study was undertaken to determine the 
effect of exercise on this function. The subjects were 
6 medical students and 2 physicians. The medical 
students were selected for their ability to pass the 
“bladder emptying test,” that is, they were able to 
void small volumes of urine so that catheterization 
could be avoided. The subjects took no fluid after 
lunch of the day prior to the experiment and at a 
dry supper. The heavy exercise consisted of stair 
running or of stepping up and down a 17-in. step 
every 3 seconds. Both these exercises were con- 
tinued for 30 minutes. The exercises were made 
first without solute loading. Then they were made 
during solute loading after a small osmotic diuresis, 
which was established by the infusion of 5% manni- 
tol in 0.36% saline solution at a rate of 3.6 to 3.9 ml. 
per minute for 2 hours prior to exercise. Vasopressin 
was added. A third series of heavy exercise was 
carried out after a large osmotic diuresis, which 
was established by the infusion of 5% mannitol in 
0.36% saline at 18 to 20 ml. per minute for 90 
minutes prior to exercise. Vasopressin was again 
added. 

It was found that heavy exercise led to impair- 
ment of the concentrating ability in hydropenic 
normal men. This impairment was observed in ex- 
periments without solute loading and also during a 
small osmotic diuresis but not during a large 
osmotic diuresis. The effect could not be prevented 
by the administration of vasopressin and is, there- 
fore, considered not to be the consequence of a 
decrease in endogenous antidiuretic hormone pro- 
duction. During a large mannitol diuresis there was 
no distinct change in concentrating ability or in 
creatinine and mannitol clearance with exercise. In 
all 3 groups exercise caused an abrupt decrease in 
total solute excretion and particularly in sodium 
excretion. 


Motor Unit Territory in Different Human Muscles. 
F. Buchthal, F. Erminio and P. Rosenfalck. Acta 
physiol. scandinav. 45:72-87 (no. 1) 1959 (In English) 
[Stockholm]. 


Since the territory of a motor unit in human 
muscles is not accessible to investigation by histo- 
logical techniques, the authors had previously de- 
termined the disposition of the fibers of such a unit 
by mapping the cross sectional distribution of its 
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action potentials. In the human brachial biceps the 
fibers of a motor unit were found to be confined to a 
relatively small area of the total cross section of 
the muscle. The studies described here aimed to 
determine to what extent these findings apply to 
other muscles. In addition, the concentration of 
muscle fibers within the motor units in different 
muscles is inferred from the maximum voltage 
within the motor units. A multielectrode with 12 
leads, inserted perpendicularly to the direction of 
the fibers, recorded from all fibers of a motor unit 
along its track. The depth of insertion was adjusted 
to record the potential of maximum voltage on one 
of the center leads. Whenever possible, insertions 
were made both anteroposteriorly and mediolat- 
erally. For selection of a lead suitable as indifferent 
electrode, the potential was recorded between 
leads 1 and 12, with lead 12 as indifferent electrode. 
The lead which recorded the potential of highest 
voltage was kept in constant connection with the 
electromyograph. 

Studies were made in 62 subjects on the follow- 
ing muscles: biceps brachii, deltoideus, extensor 
digitorum communis, opponens pollicis, rectus 
femoris, biceps femoris, tibialis anterior, and ex- 
tensor digitorum brevis; the total number of mus- 
cles studied was 79. Potentials containing a steep 
deflection with a duration of less than 0.2 milli- 
seconds (denoted as spike) were recorded on 3 to 
6 leads corresponding to 4 to 10 mm. of the cross 
section of the muscle. The area over which the 
action potentials of a motor unit contained spike 
components was used as a gauge of the territory 
over which the fibers of the motor unit were dis- 
tributed, since a spike signals the presence of active 
muscle fibers in the immediate vicinity of the lead. 
Thus, in the brachial biceps the muscle fibers giv- 
ing rise to a spike potential of 50 microvolts are 
at a distance of less than 1 mm. from the recording 
lead. In the majority of muscles investigated, the 
voltage level at which spikes appeared in the ac- 
tion potentials was 50 to 100 microvolts. In the 
m. opponens pollicis and m. biceps femoris the 
spike level was 150 microvolts, and in the m. ex- 
tensor digitorum brevis it was 200 microvolts. 

The fibers of a motor unit were found to be con- 
fined to a circular area of 5 to 7 mm. in diameter 
for the muscles of the upper extremities and of 
7 to 10 mm. in the lower extremities. Such areas 
allow space for the fibers of 25 motor units, each 
comprising 500 to 2,000 fibers. Within the same 
muscle, or the same type of muscle, the diameter 
of the motor unit territory varied by a factor of 4. 
The maximum voltage within the motor unit in- 
creased linearly with the territory. The different 
average values of maximum voltage and territory 
in different muscles are interpreted in terms of 
differences in fiber concentration and total number 
of fibers per motor unit. 
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Hormones and Atherosclerosis. Proceedings of the Con- 
ference Held in Brighton, Utah, March 11-14, 1958. Edited 
by Gregory Pincus. Organizing Committee: Marshall E. 
Groover and others. Cloth. $13.50. Pp. 484, with illustrations. 
Academic Press, Inc., 111 Fifth Ave., New York 3, 1959. 


This well-indexed volume contains the proceed- 
ings of a conference sponsored by the Endocrine 
Study Section of the National Institutes of Health 
on hormonal interaction with the atherosclerotic 
process. The participants, who represented several 
disciplines, from test-tube chemist to epidemiolo- 
gist, succeeded in giving the depth of focus this 
important subject deserves. The spirited discussions 
were often more elucidating than the prepared pres- 
entations. The proceedings were concerned with 
(1) cholesterol metabolism and hormonal influence 
thereon; (2) lipogenesis and lipid transport, their 
hormonal control and their relationship to athero- 
sclerosis; (3) the influence of various hormones on 
experimental atherosclerosis; (4) the relationships 
of blood lipids and the endocrine state in animals 
and man; and (5) certain clinical aspects related to 
the endocrine influence on human atherosclerosis. 
This volume is not a review, as the contributions 
often represent a report on work in progress rather 
than a statement of progress. The multidisciplinary 
approach should provide a point of entry for the 
student, the investigator concerned with a narrow 
aspect of this broad problem, and the thoughtful 
clinician who is not satisfied with the facile expla- 
nations that are often used to support current thera- 
peutic approaches. In general, the reader will find 
no ready answers to the vexing problems posed by 
the conferees but rather a rich source of research 


leads. 


Management of the Newborn. By Arthur Hawley Par- 
melee, M.D., Clinical Professor of Pediatrics, University of 
Southern California School of Medicine, Los Angeles. Second 
edition. Cloth. $8.50. Pp. 368, with 47 illustrations. Year 
Book Publishers, Inc., 200 E. Illinois St., Chicago 11, 1959. 


The new edition of this book has not changed the 
impression created by the excellent first edition. 
The chapters on streptococcic infections in the new- 
born, retrolental fibroplasia, hyaline membrane 
syndrome, and resuscitation of the newborn and 
infants of diabetic mothers have been rewritten and 
covered very well. The author has had extensive ex- 
perience with newborn infants, and he covers the 
subject in a practical manner extremely well. It is 
highly recommended to obstetricians, pediatricians, 
and general practitioners. 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


Medical Department, United States Army: Surgery in 
World War II. Neurosurgery. Volume I. Prepared and pub- 
lished under direction of Major General S. B. Hays, Surgeon 
General, U. S. Army. Editor in chief: Colonel John Boyd 
Coates Jr. Editors for neurosurgery: R. Glen Spurling, M.D., 
and Barnes Woodhall, M.D. Associate editor: Elizabeth M. 
McFetridge, M.A. Office of Surgeon General, Department of 
Army, Washington, D. C. Cloth. $5. Pp. 466, with illustra- 
tions. Superintendent of Documents, Government Printing 
Office, Washington 25, D. C., 1958. 


This is the first of two volumes on neurosurgery in 
World War II. Part 1 tells the story of the develop- 
ment of neurosurgical centers in the continental 
United States and overseas theaters of operations. 
Part 2 describes the management of head injuries. 
Outstanding advances in this field included cranio- 
plasty with use of tantalum plates, the treatment of 
speech defects, and the management of post- 
traumatic epilepsy. The appendixes deal with (1) 
courses of instruction in neurosurgery, (2) extracts 
from the Manual of Therapy of the European 
Theater of Operations, (3) special history and 
examination forms, and (4) battle wounds of the 
head and brain. This should prove to be a valuable 
reference book for neurosurgeons, especially those 
in the military service. The book is well written and 
illustrated and is printed on paper of a high quality. 
There is an index. 


Gynecologic Radiography. By Jean Dalsace, M.D., Chief 
of Sterility Clinic, Broca Hospital, University of Paris, Paris, 
and J. Garcia-Caldéron, M.D., Radiologist, University of 
Paris School of Medicine. With chapter on Radiography of 
the Breast by Charles-M. Gros, M.D., and Robert Sigrist, 
M.D. Foreword by I. C. Rubin, M.D. Translated by Hans 
Lehfeldt, M.D. Cloth. $8. Pp. 188, with 305 illustrations. 
Paul B. Hoeber, Inc. (medical book department of Harper 
& Brothers), 49 E. 33rd St., New York 16, 1959. 


This is an excellent atlas of hysterography and 
hysterosalpingography. The illustrations are ac- 
companied by clearly stated, descriptive explana- 
tory notes. The first three chapters discuss phases 
of technique, incidents, and accidents to be con- 
sidered in the course of hysterography and hystero- 
salpingography. The radiographic reproductions 
are of a high quality, but the use of both positive 
and negative reproductions is confusing. This is 
probably the first atlas in its field to be made 
available to American readers. Dr. I. C. Rubin 
in his foreword says: “From an abundant num- 
ber of cases thus studied the authors have achieved 
an experience culminating in a high degree of 
diagnostic accuracy. This experience they have 
imparted to the reader of the atlas by present- 
ing clear cut radiographs with terse descriptions 
implemented by the specific anatomic and path- 
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ologic findings to clarify the salient points.” In 
discussion of techniques the authors emphasize 
fluoroscopic control of filling plus serial films and 
variable postural projections. With the current con- 
cern about cumulative radiation hazards it would 
seem wise to emphasize the necessity for careful 
selection of cases; in each instance these procedures 
must be fully justified. The chapter on radiography 
of the breast deals with techniques and limitations 
of interpretation. It should prove a stimulant to 
greater application of this diagnostic procedure. 
The clarity of the radiographic reproductions shows 
that with improved technique and experience the 
procedure can add much to the detection of early 
malignancy. 


Oral Diagnosis. By Donald A. Kerr, D.D.S., M.S., Profes- 
sor and Head, Department of Oral Pathology and Periodon- 
tia, University of Michigan School of Dentistry, Ann Arbor, 
Major M. Ash Jr., D.D.S., M.S., Assistant Professor of 
Dentistry (Oral Pathology and Periodontia), University of 
Michigan School of Dentistry, and H. Dean Millard, D.D.S., 
M.S., Assistant Professor of Dentistry (Oral Diagnosis), 
University of Michigan School of Dentistry. Cloth. $10. Pp. 
419, with 212 illustrations. C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1959. 


This textbook was written primarily for teaching 
at the undergraduate level and should have been 
called “An Introduction to Oral Diagnosis.” The 
authors are well acquainted with the needs and 
level of understanding of students, the desirability 
of easy reading, and the necessity to present ma- 
terial in a logical sequence. Most texts on oral diag- 
nosis aim at a seller’s market rather than a specific 
goal, i. e., an attempt is made to write a book basic 
enough for undergraduate use and yet comprehen- 
sive enough to be used as a reference text for men 
in active practice. This book is unique in that it 
is basic enough to be of value to students without 
confusing them with too many details or theo- 
retical tangents. It should be supplemented with a 
text on oral medicine since many signs and symp- 
toms of systemic diseases have early manifestations 
in the oral cavity, but as it is not this remains a 
phase in which this book is exceptionally weak. 


The Chemistry of Industrial Toxicology. By Hervey B. 
Elkins, Director, Division of Occupational Hygiene, Massa- 
chusetts Department of Labor and Industries, Boston. Second 
edition. Cloth. $11.50. Pp. 452, with 26 illustrations. John 
Wiley & Sons, Inc., 440 Fourth Ave., New York 16; Chap- 
man & Hall, Ltd., 37-39 Essex St., Strand, London, W. C. 2, 
England, 1959. 


In this new edition the author retains the general 
plan of the earlier edition and includes discussions 
of new developments in the field of toxicology. 
Hazards which are a potential menace to the health 
of the industrial worker are an ever-increasing 
problem. Attention is directed toward the more 
dangerous substances which include many organic 
compounds, especially pesticides, and some inor- 
ganic materials. The most important have been the 
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radioactive isotopes. New analytical methods have 
been developed over the past decade, with particu- 
lar emphasis on the analysis of body fluids. Al- 
though the medical aspects of industrial toxicology 
are obviously of great importance, this book seeks 
to outline those aspects which are the primary 
concern of the chemist, engineer, and factory man- 
ager. 

A general treatment of industrial poisons and the 
more important chemical and biochemical tests and 
physiological methods of evaluating hazards are 
discussed in the first chapters. In chapters 3 through 
10 various actual and potential industrial poisons 
are classified and their chemical and physical prop- 
erties as well as harmful effects resulting from 
exposures in industry are discussed. The degree of 
toxicity is also indicated, and the maximum allow- 
able concentration is given. In chapter 12 a number 
of radioactive isotopes which present a hazard to 
health due to the radiations emitted when they 
undergo radioactive decay are discussed. The rest 
of the book is concerned with preventive measures, 
industrial operations and processes, maximum al- 
lowable concentrations, air sampling devices, ana- 
lytic methods and procedures which produce toxic 
substances, ways to minimize or eliminate their 
dangers, and equipment to be used in testing such 
poisons. The great advances in chemical technology 
and the increasing accumulation of toxicological 
data on industrial chemicals are reflected in this 
edition. An extensive bibliography is provided. 


The Principles of Physical Education. By Jesse Feiring 
Williams, M.D., Sc.D. Seventh edition. Cloth. $4.50. Pp. 389, 
with 10 illustrations. W. B. Saunders Company, 218 W. 
Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury 
Ave., London, W. C. 2, England, 1959. 


For nearly half a century the author has been a 
potent leader and a powerful influence in shaping 
the direction of physical education in the United 
States. Physical education, as he has conceived it, 
is education through the physical and not merely 
of the physical. As such it has the same objectives 
as all of education, with physical activities as its 
tools for learning. In a democracy, natural activi- 
ties, sports, and games are a better expression of 
national philosophy than the formal gymnastics 
which stem from other cultures. This new edition is 
a reaffirmation of these principles in the light of 
contemporary conditions and problems. 

Consistent with his philosophy of physical edu- 
cation the author lists its contributions to education 
as development of organic systems, development of 
neuromuscular skills, development of interest in 
play and recreation, and development of standards 
of behavior. Each of these achieves its fullest reali- 
zation only with careful selection of activities, 
proper facilities and conditions for learning, and 
professionally prepared teachers and leaders. It is 
not enough for such leaders to be skillful perform- 


4 
5 
- 
: 
4: 
: 
} 
x 
: 
| 


Vol. 170, No. 6 


ers; they must have a thorough understanding of 
the child’s growth and development, a proper back- 
ground in the physiology of muscular activity, and 
competency in educational procedures and methods. 

In discussing problems of youth fitness the author 
fortunately dispels the delusion that physical edu- 
cation might somehow cut down the rate of rejec- 
tions from selective service. The causes of rejection, 
whether for physical or mental deficiencies, have 
only a remote relationship to physical education. 
The author might have added that the standards 
used by the armed services are arbitrary, subject to 
change, and a measure of capacity to serve rather 
than of health. Only a comparatively small propor- 
tion of the causes of rejection—an estimated 20%— 
are subject to prevention or correction by any 
known medical means. 

After a consideration of the relationship of physi- 
cal education to education and to democracy, the 
nature of man is discussed in terms of biological 
and psychological foundations. Much attention is 
given to curriculum construction and principles of 
method, guidance, and administration in physical 
education. Finally there is a summary of the process 
of appraising the results of physical education. The 
volume constitutes a reexamination of the role of 
physical education in fitting the individual to be- 
come a worthy member of society. This new edi- 
tion will take its place along with its predecessors 
as a classic in the field. 


Developmental Psychology. By Elizabeth B. Hurlock, 
Ph.D., Associate in Psychology, Graduate School, University 
of Pennsylvania, Philadelphia. Second edition. Cloth. $6.75. 
Pp. 645, with 131 illustrations. McGraw-Hill Book Compa- 
ny, Inc., 330 W. 42nd St., New York 36; 95 Farringdon St., 
London, E. C. 4, England; 253 Spadina Rd., Toronto 4, 
Canada, 1959. 


This book has been revised and extended by the 
addition of two chapters on middle age to replace 
a much briefer chapter on adulthood. Working on 
the assumption that psychological development is 
a continuous process the book carries on both the 
traditional discussion of the developmental charac- 
teristics of infancy, childhood, and adolescence, 
and a discussion of available information on young 
adulthood, middle age, and old age, to point up the 
manner of psychological changes throughout the 
life span. The two major themes running through 
this book are (1) that childhood is the foundation 
age of life, and what the individual is and does for 
his remaining years depends on what forms that 
foundation has taken, and (2) that while physical 
and psychological foundations are determined by a 
person’s hereditary endowment, how he develops 
that foundation will be influenced by the social and 
cultural patterns with which he is identified at dif- 
ferent stages in his development. 

This is a reference book rather than a popular 
treatise. It is detailed in its presentation of data 
based on experimental study. Each chapter is fol- 


BOOK REVIEWS 


211/755 


lowed by a bibliography. Many tables and charts 
emphasize the point of view expressed in the text. 
Since the book is written in chronological form, it 
is easy to find the age areas in which one is inter- 
ested. The index is excellent. This book could be a 
valuable addition to the physician’s library, since 
it will give him an insight into social and cultural 
influences on the thinking of people at various ages 
and lead to a better understanding of why people 
think and react as they do to problems encountered 
at various stages of life. 


Health Education in the Elementary School. By Carl E. 
Willgoose, Ed.D., Professor of Health and Physical Educa- 
tion, State University of New York, Oswego. Cloth. $5.25. 
Pp. 450, with illustrations. W. B. Saunders Company, 218 
W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury 
Ave., London, W. C, 2, England, 1959. 


Foundations for health are laid, in large measure, 
before the child enters school, but the formative 
elementary-school years are also crucial for foster- 
ing growth and development and nurturing health. 
During this period the teacher’s health education 
activities reinforce and supplement the health 
efforts of the home. To carry out his health-support- 
ing role the teacher needs to know something about 
the characteristics of healthy children. He needs to 
know also how to single out children whose be- 
havior or appearance suggests that something may 
be wrong with their health and how to refer them 
for medical investigation. Finally, and most impor- 
tant, he needs to know how to teach health and 
how to foster healthful living in his classroom. 

This book attempts to provide the teacher or 
prospective teacher with knowledge and skills to 
achieve these goals. For the most part it accom- 
plishes this purpose although at times there seems to 
be excessive reliance on references, a few of which 
might be improved on. The early chapters are de- 
voted to the school health program in general and 
the health status and characteristics of the elemen- 
tary school child at various developmental levels. 
The major portion of the volume is concerned with 
the teaching of health—its objectives, planning, 
methods, teaching techniques, and evaluation. This 
is as it should be, because the basic task of the 
school is education and the most needed emphasis 
in the school health program is on the teaching of 
health. 


Long-Term Illness: Management of the Chronically Il 
Patient. Edited by Michael G. Wohl, M.D., F.A.C.P. With 
collaboration of 79 contributing authorities. Cloth. $17. Pp. 
748, with illustrations. W. B. Saunders Company, 218 W. 
Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury 
Ave., London, W. C, 2, England, 1959. 


This volume stresses management, first in a gen- 
eral and then in a specific way. The expression 
“long-term illness” has been substituted for chronic 
illness without the realization that the two terms 
may not be synonymous. The phrase fits in well, 
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however, with the modern concept of hospitaliza- 
tion which has the patients flowing into the sections 
of the hospital which can best serve their needs. 
The book is well organized and presents timely 
information for the practitioner who is still a stu- 
dent. This is especially true in the discussion of the 
psychological problem of and nursing procedures 
in the care of the chronically ill. The considerations 
taken up in this section are basic to the manage- 
ment of the specific diseases discussed in part two. 
In this part the management of most long-term 
illnesses is discussed specifically. In some areas of 
this section the treatment suggested seems to pro- 
ceed almost too quickly to the more severe and 
complicated procedures. More recent graduates 
may not realize that some chronic states may best 
be treated by studied neglect, at least for a time. 


Handbuch der Orthopiidie. In vier Binden. Herausgegeben 
von Prof. Dr. G. Hohmann, Prof. Dr. M. Hackenbroch, Di- 
rektor der Orthopiidischen Universitiitsklinik Kéln, und Prof. 
Dr. K. Lindemann, Direktor der Orthopiadischen Universi- 
tiitsklinik Heidelberg-Schlierbach. Band II: Spezielle Or- 
thopiidie: Rumpf (Wirbelsiiule und Becken). Bearbeitet 
von R. Bernbeck et al. Cloth. 174 marks; $41.45. Pp. 
1136, with 846 illustrations. Georg Thieme Verlag, Herdweg 
63, (14a) Stuttgart, West Germany; [Intercontinental Medi- 
cal Book Corporation, 381 Fourth Ave., New York 16], 
1958. 


This second volume in a series of four is devoted 
to surgery of the spinal column and pelvis. The book 
opens with a historical review of the subjects under 
discussion, and it is heartening to note that the 
editors are thoroughly acquainted with the surgical 
literature of the world. The chapters on scoliosis and 
tuberculosis are outstanding, as are the chapters 
on trauma and neurological disturbances due to 
spinal diseases. There is a wealth of information in 
this part of the work, and the author of each chap- 
ter is highly competent. The chapter on scoliosis by 
Lindemann contains practically everything one needs 
to know about the history, pathology, and treatment 
of this condition. The treatment is highlighted by 
the work of such North American surgeons as Ris- 
ser and Cobb. It is stated, “Early surgery is indi- 
cated in scoliosis, but the prognosis is unfavorable.” 
To this should be added that it is most difficult to 
predict the outcome of operation in these instances. 

The chapter on tuberculosis suggests differences 
in the treatment as carried out in Germany and in 
the United States—spinal fusion in childhood is con- 
sidered contraindicated by most German surgeons, 
while it is recommended in the United States. The 
use of a posterior plaster shell in lordosis is empha- 
sized in Germany, while in the United States a 
vertebral collapse is considered essential in the early 
healing of the lesion. A great deal of effort has been 
expended by the authors to bring this work up to 
date. It is thorough and authoritative. Every ortho- 
pedic surgeon should have this highly recommended 
work in his library. 
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Radioactive Isotopes in Clinical Practice. By Edith H. 
Quimby, Sc.D., Professor of Radiology (Physics), College of 
Physicians and Surgeons, Columbia University, New York, 
Sergei Feitelberg, M.D., Associate Clinical Professor of Ra- 
diology, College of Physicians and Surgeons, Columbia Uni- 
versity, and Solomon Silver, M.D., Associate Clinical Pro- 
fessor of Medicine, College of Physicians and Surgeons, 
Columbia University. Cloth. $10. Pp. 451, with 97 illustra- 
tions. Lea & Febiger, 600 S. Washington Sq., Philadelphia 
6, 1958. 


This book is an introduction to the relatively new 
field of nuclear medicine. During the past five years 
the authors have conducted a comprehensive course 
in the clinical uses of radioactive isotopes. It is 
from the experience gained in the presentation of 
this course that this book has been written. The 
first section, Basic Physics, is written by Dr. Quim- 
by. The basic materials of atomic and nuclear 
physics, interaction of radiation and matter, radia- 
tion dosimetry, radiation hazards, and related sub- 
jects are presented in a succinct and integrated 
manner. Historical accounts of advances in the field, 
which the reader should find interesting and infor- 
mative, are interspersed. The section by Dr. Feitel- 
berg deals with instrumentation and laboratory 
methods. Radiation detectors and measuring instru- 
ments are discussed, with respect to principles of 
operation as well as practical use. Chapters on the 
quantitative measurement of isotopes in vivo, the 
time factor in physiological processes, measure- 
ment of the distribution of isotopes within the body, 
and autoradiography are included. The section con- 
cludes with chapters on the use of radiation detec- 
tors for health protection and laboratory design. 
The subject material is well covered, although the 
reader may find the author’s style a bit monotonous. 

The final section, Clinical Application, is written 
by Dr. Silver. There are many uses for radioisotopes 
in many fields of clinical practice. The most widely 
used is radioiodine in the study of thyroid function 
and the treatment of certain disorders of the thy- 
roid. The author devotes much of his section to 
these subjects, which are discussed in a clear and 
logical manner. Great emphasis is placed on the 
physiological mechanisms involved and the various 
ways the radioiodine tracer may be used to eluci- 
date these mechanisms. A valuable discussion of 
pitfalls in the interpretation of such tests is in- 
cluded. The portion covering treatment with radio- 
iodine is equally well presented. The remainder of 
this section is disappointing; various commonly 
used tests are mentioned but no critical evaluation 
of their usefulness, clinical indications, or under- 
lying physiological basis is provided. This book 
should be useful to persons interested in learning 
the various uses of radioisotopes in medicine and 
the physics and instrumentation involved. Persons 
teaching this subject at both undergraduate and 
postgraduate levels should find it a useful textbook 
and an excellent example of a course presentation 
that has proved successful. 
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QUESTIONS AND ANSWERS 


PROGRESSIVE MUSCULAR ATROPHY 

To THE Eprror:—An 18-month-old girl was given 
the diagnosis of progressive muscular atrophy in 
October, 1958. Is there a definite difference be- 
tween a hereditary and an acquired type of this 
disease? If so, how can this be determined? Is 
there a likelihood of a similar disease in any 
future children that this family might have? 
What is the earliest age at which this disease can 
be diagnosed? Can a 34-year-old sibling in the 
same family be considered free of this disease? 
What is the usual life expectancy after this diag- 
nosis has been made? 

Lloyd C. McCaskill, M.D., Maxton, N. C. 


Answer.—It is probable, if the diagnosis of pro- 
gressive muscular atrophy has been made in an 18- 
month-old child, that this patient has the Werdnig- 
Hoffmann type. This usually comes on during the 
first year of life and is progressive. It is believed to 
be hereditary, although sporadic cases have been 
described. Clinically, there is no differentiation be- 
tween the hereditary and sporadic varieties. It is 
generally agreed by clinicians that there is a likeli- 
hood of similar disease in future children of such 


a family. The disease is rarely diagnosed prior to 
the age of 6 months. If a sibling has reached the 
age of 3% years without being affected, it may be 
safely assumed that the child will not develop this 
type of muscular atrophy. The usual course of the 
disease is from one to three years. It is unusual for 
such patients to live to the age of 5 years. 


BRADYCARDIA 

To tHE Eprror:—What treatment should be given 
a patient who has sinus bradycardia but no physi- 
cal, electrocardiographic, or roentgenographic 
evidence of heart disease, arteriosclerosis, or 
jaundice? He may have a mild hypothyroidism. 
His heart rate varies between 40 and 58 beats 
per minute. He has had a spell of faintness with 
weakness and sweating but no evidence of hypo- 
glycemia. Thyroid extract, ephedrine, and am- 
phetamine have been tried without success. 

R. J. Kent, M.D., Savannah, N. Y. 


ANswer.—Sinus bradycardia with a rate between 
50 and 60 per minute is common in normal persons, 
and rates as low as 36 per minute may be found 
in healthy persons without symptoms of any kind. 


The answers here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


Occasionally these slow rates are accompanied by 
dizziness or syncope, as in the patient described. 
In the absence of heart disease and when other 
causes of bradycardia, such as myxedema, sensi- 
tivity of the carotid sinus, increased intracranial 
pressure, and jaundice, are excluded, reassurance 
is usually all that is needed, If dizziness or syn- 
cope recur without other apparent reason, 0.3 or 
0.4 mg. of atropine three or four times daily, after 
meals, may be given as a therapeutic and prophy- 
lactic measure. 


FOOTBALL AFTER SPLENECTOMY 


To tHE Eprror:—A 21-year-old man who had a 
splenectomy two years ago for an injury now 
wishes to play football. At present, physical and 
neurological examinations are within normal lim- 
its except for a blood pressure of 155/90 mm. Hg 
in the upper extremities and 170/100 mm. Hg in 
the lower extremities. He is asymptomatic, and 
his weight is normal for his age and height. Uri- 
nalysis, blood cell count, sedimentation rate, 
bleeding and clotting time, platelet count, clot 
retraction, blood urea nitrogen level, and other 
findings are within normal limits. An intrave- 
nous pyelogram, roentgenogram of the chest, and 
electrocardiogram reveal no abnormalities. Is 
splenectomy a contraindication for playing foot- 
ball? 

Waldo Greespan, M.D., Hackensack, N. J. 


ANSWER.—Splenectomy in normal animals does 
not produce any measurable change, except for the 
immediate effects associated with the operation. 
The spleen does serve as a reservoir for erythro- 
cytes which may be added to the general circula- 
tion after rapid blood loss or similar emergencies. 
After the loss of the spleen, other capillary beds 
may hold more red blood cells for this purpose. 
Bollman and co-workers (Surgery 4:881, 1938) 
found that normal dogs added red blood cells from 
the spleen to the general circulation when anesthe- 
tized with ether. Splenectomized dogs did not add 
so much, and a somewhat greater reduction of total 
blood volume occurred in the splenectomized ani- 
mals than in the normal dogs receiving ether. Many 
human beings have maintained active lives after 
splenectomy for traumatic or medical reasons. This 
consultant knows of no reports tending to show 
any deleterious sequelae that could be attributed 
to the absence of the spleen. A football injury 
should not be more complicated because of the 
absence of the spleen. 
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MULTIPLE SCLEROSIS BOOK 
To rue Eprror:—A patient with multiple sclerosis 
has brought to his physician's attention the book 
by Jonez and Gross, “My Fight to Conquer Mul- 
tiple Sclerosis” (New York, Julian Messner, Inc., 
1952). Is Jonez’ technique still being used at his 
multiple sclerosis clinic at St. Josephs Hospital, 
Tacoma, Wash.? 
Jacob Melnick, M.D., Brooklyn, N. Y. 


ANnswer.—The treatment of multiple sclerosis by 
Jonez was essentially an application of the prin- 
ciples of physical medicine to the disease. There is 
no doubt that this form of treatment resulted in 
improvement in the physical status and the ability 
of the patient to perform, particularly in static 
cases. The treatment has no effect on the underly- 
ing cause of the disease, nor does it have any effect 
on the ultimate progress. It is believed that the 
techniques advised by Jonez are still being used at 
the multiple sclerosis clinic named. 


WEIGHT OF TWINS 
To tHe Eprror:—Twin boys weighed at birth 
4,252.4 Gm. (9 lb. 6 oz.) and 3,742 Gm. (8 lb. 4 
oz.) respectively. The mother was a multipara, 
and delivery was normal. What is the record 
combined weight for twins? 
Lucius D. Hill Jr., M.D., San Antonio, Texas. 


Answer.—The birth of living twins with a com- 
bined weight of 8,000 Gm. or more is rare. Larger 
babies have been reported. Holzapfel in 1935 re- 
ported twin boys weighing 4,670 Gm. (10 Ib. 5 oz.) 
and 4,510 Gm. (9 Ib. 15 oz.). Guttmacher noted 
that the heaviest pair of twins in 346 sets weighed 
7,680 Gm. (17 lb.). Mathieu (Northwest Med. 
37:137, 1938) reviewed the literature on large twins 
rather completely and found three reports of twins 
with combined weights of 7,000 Gm. (15 Ib. 6 oz.) 
or more. He notes that there are isolated reports 
of much larger twins in the older literature, but the 
authenticity of some of these may be questioned. 


PERINEVIC VITILIGO 
To tHe Eprror:—What is the treatment and the 
prognosis if untreated in perinevic vitiligo? 
Seymour L. Hanfling, M.D., East Orange, N. J. 


Answer.—Perinevic vitiligo (halo nevus) is an 
innocuous and benign condition consisting of a cen- 
tral area of pigmentation surrounded by a depig- 
mented area of vitiligo. The central hyperpigmenta- 
tion may be a nevus or a freckle. The surrounding 
depigmentation is similar to the vitiligo seen else- 
where in the skin of a vitiliginous process. No 
treatment is necessary, but, if decided on, it con- 
sists of surgical excision. Excision should encompass 
the central pigmentation and, where feasible, in- 
clude the area of surrounding depigmentation. If 
the lesion is large the entire area cannot be removed 
in the excision. 
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CARCINOMA OF THE PANCREAS 
To tHE Eprror:—Is any form of chemotherapy or 
radiation therapy effective against carcinoma of 
the pancreas? A young man who was explored 
surgically was found to have an inoperable car- 
cinoma of the pancreas. 
John D. Lynch, M.D., Manitowoc, Wis. 


Answer.—There is no effective treatment for in- 
operable carcinoma of the pancreas. Harper, of 
the University of Chicago, has devised a method 
of irradiating the pancreas with radioisotopes 
placed about the organ by means of long polyeth- 
ylene tubes woven around the pancreas at the time 
of the exploratory operation. While there have been 
no cures by this method, there has been some 
worthwhile palliation. He has written several pa- 
pers describing his technique. 


RECURRENT JAUNDICE 
To THE Eprror:—With regard to the patient de- 

scribed in the question on recurrent jaundice, 
which appeared in Tue Journat, Feb. 14, 1959, 
page 778, I believe that the diagnosis of obstruc- 
tive jaundice was too lightly dismissed. The his- 
tory revealed pain in the right upper abdominal 
quadrant. The direct bilirubin level was elevated. 
The result of the test for liver disease was essen- 
tially normal. I believe this patient had a partial 
obstruction of the common bile duct with a ball- 
valve effect. The gallstone obstruction might 
come from bilirubin calculi, secondary to a hemo- 
lytic jaundice, but obstruction was present nev- 
ertheless. Cholecystograms are diagnostic in 
about 85% of the cases, and any internist can re- 
call several patients with a normal cholecysto- 
gram and stones found at operation, An intra- 
venous cholangiogram should be done on this 
patient, but even if this should prove negative 
an exploration should be performed. 

Louis Pelner, M.D. 

1352 Carroll St. 

Brooklyn 13, N. Y. 


The above comment was referred to the consult- 
ant who answered the original question, and his 
reply follows.—Eb. 


To THE Eprror:—This is a difficult problem and one 
that cannot be categorically answered on the 
basis of the stated evidence. It is true that pain 
or distress was present in the right upper quad- 
rant, but this is not an uncommon complaint in 
patients with recurrent hepatitis. It is also true 
that the direct bilirubin level was elevated on 
one occasion, but it was normal on the other. 
Again, however, this is consistent with recurrent 
hepatitis. This consultant believes that the critical 
findings in this patient were those of spleno- 
megaly. This is not seen in patients with ob- 
structive jaundice unless the obstruction has been 
present long enough to produce moderately se- 
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vere liver damage. Finally, the absence of an ele- 
vated alkaline phosphatase level speaks strongly 
against obstruction. On the other hand, it is 
not thought that one can be certain of the diag- 
nosis in this case. The findings were confusing 
and did not fit any definite diagnosis in a clear- 
cut way. An intravenous cholangiogram might 
provide evidence of obstruction. If further study 
and liver biopsy fail to establish a diagnosis, then 
certainly surgical exploration is justified. One 
could argue with merit that surgical exploration 
with liver biopsy and probably with common 
duct exploration is justifiable now. Even if ob- 
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and repeated bacterial infections, because their 
maternal supply of gamma globulin becomes ex- 
hausted. In acquired hypogammaglobulinemia, 
the syndrome may result from repeated severe 
and prolonged infections that are not necessarily, 
per se, the cause of the syndrome. Many well- 
equipped laboratories estimate the gamma globu- 
lin level; 10 ml. of freshly drawn blood or 5 ml. 
of serum is needed. These patients require 
repeated intramuscular maintenance doses of 
gamma globulin (100 to 150 ml. per kilogram of 
body weight every two to four weeks). 


CARBON MONOXIDE AND NERVE 

DEAFNESS 

To tHE Eprror:—A question concerning a possible 
relationship between carbon monoxide poisoning 
and nerve deafness appeared in THe JouRNAL, 
Jan. 3, 1959, page 163. In his answer, the consult- 
ant stated, “Practically all toxicologists believe 


struction seems to be unlikely, it must be remem- 
bered that this is a condition that can be cor- 
rected and that, if it is allowed to persist, perma- 
nent liver damage will ultimately result. 


CELIAC DISEASE SYNDROME 
To THE Eprror:—In regard to the question on celiac 


disease syndrome, which appeared in Tue Jour- 
NAL, Jan. 10, 1959, page 202, the consultant's re- 
ply seemed incomplete. It must be admitted that 
the question did not supply enough data for ade- 
quate appraisal of the situation, but I believe 
the inquirer (whose patient was a 2-year-old 
child with “celiac disease syndrome,” nasal dis- 
charge, and frequent infections) should have been 
advised to consider the possibility of agamma- 
globulinemia. Agammaglobulinemia is a_suffi- 
ciently new disease for surprises still to occur, 
and one must keep an open mind in thinking 
about it. Frequent infection in a young child 
(usually male) is the most common presenting 
complaint. Intestinal disturbances having much 
in common with sprue or celiac disease have 
been noted in many adults with acquired agam- 
maglobulinemia and yet may be found in chil- 
dren. There is no need to dwell on the impor- 
tance of thinking of a rare disease for which 
specific diagnostic and therapeutic measures are 
available. If these are not available to the in- 
quiring physician in this case, appropriate tests 
could be performed if he wishes to submit a sam- 
ple of serum to the National Heart Institute, 
Bethesda 14, Md. 

Robert S. Gordon Jr., M.D. 

3915 Prospect St. 

Kensington, Md. 


The above comment was referred to the con- 


there is no such condition as the expression 
‘chronic carbon monoxide poisoning’ would im- 
ply.” It would be appreciated if the consultant 
would reconcile this statement with that of Katz: 
“Our experience during the past three years in- 
dicates that illness arising out of chronic exposure 
to CO is by no means rare” (Canad. M. A. J. 
78:182, 1958). Katz reviews, in this report, 41 
cases of chronic carbon monoxide poisoning. A 
pamphlet entitled “Carbon Monoxide” (Occupa- 
tional Health Division, Department of National 
Health and Welfare, Ottawa, Canada) contains a 
brief description of an entity designated as 
“chronic poisoning.” It is important to arrive at 
a generally accepted understanding in this mat- 
ter, because apparently some compensation 
boards will now accept claims for illness arising 
out of exposure to carbon monoxide on the job. 
George X. Trimble, M.D. 
Seaside Memorial Hospital 
Long Beach 13, Calif. 


To THe Eprror:—In the Jan. 3, 1959, issue of Tue 


JourNaL, page 163, there appears an inquiry con- 
cerning carbon monoxide and nerve deafness. 
The consultant correctly stated that he could 
find no evidence in the American literature to 
suggest that carbon monoxide produced nerve 
deafness. His final statement that “it is logical to 
assume that there exists no relationship between 
nerve deafness and carbon monoxide exposure” 


sultant who answered the original question, and 


hie is perhaps not entirely justified in view of the 


extensive literature, particularly from Scandi- 


To tHE Eprror:—The above criticism seems to be navia. A monograph entitled “Hearing Deficien- 


quite proper. Congenital agammaglobulinemia, 
a rare, recently described syndrome, should have 
been included in the differential diagnosis. It is 
diagnosed by testing the patient's serum for the 
gamma globulin level. These patients have a 
complete inability to synthesize gamma globulin. 
Soon after the age of 6 months they have severe 


cies Caused by Carbon Monoxide,” by Dr. J. S. 
Lumio, was published in Helsinki, Finland, in 
1948 (for an abbreviated version, see Acta oto- 
laryng., supp. 71, p. 1, 1948). There also is an 
extensive monograph on chronic carbon monox- 
ide poisoning by Dr. Aage Grut of Denmark, in 
which various clinical conditions, including im- 
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paired hearing, are described. Having personally 
visited the laboratories in which much of this 
work was done, I have no reason to believe that 
the reliability of the reports is on a lower level 
than that covering work done in leading Ameri- 
can institutions. I believe that the existence of 
permanent injury due to chronic carbon monox- 
ide exposure can no longer be denied, even 
though experience in the United States has not 
revealed any such cases. 

Leonard J. Goldwater, M.D. 

600 W. 168th St. 

New York 32. 


The above comments were referred to the con- 
sultant who answered the original question, and his 
reply follows.—Eb. 


To THE Eprror:—Although carbon monoxide is the 

oldest known noxious gas, certain aspects of its 

toxicity remain controversial. It is difficult to un- 

derstand why this should be unless certain fac- 

tors are evaluated. Medical literature is prone 

to perpetuate unfounded as well as substantiated 

opinion. The more hoary the syndrome, the more 

prolific is the literature related to it—a situation 

which presents difficulties when one attempts to 

differentiate statements that possess authority 

from those that lack authority. The abstracting 

system, widely in vogue, will summarize an ar- 

ticle and pass it on to the reader even though 

the abstractor may know little about the subject 

or fail to recognize errors in the original manu- 

script or text, This observation most certainly ap- 

plies to chronic carbon monoxide intoxication. 

Then, too, carbon monoxide gas is ubiquitous. 

Therefore, observations as to its toxicity have 

been recorded in many languages under varying 
circumstances, a situation which gives rise to a 

diversity of opinion. Too seldom is it appreciated 
that the incomplete combustion of carbon may, 
and often does, give rise to other hydrocarbon 
gases. 

The preceding paragraph serves to preface the 
following discussion, which is confined to a con- 
sideration of that condition often inappropriately 
termed “chronic carbon monoxide poisoning.” No 
consideration will be given to the multiple, bi- 
zarre effects resulting from acute carbon monox- 
ide anoxia. The controversy over the effects of re- 
peated exposure to minimal concentrations of this 
gas arise at frequent intervals and must, at such 
times, be considered in the light of existing 
knowledge. Some months ago the editor of Tue 
JournaL received this question: “Under what 
circumstance does carbon monoxide poisoning 
result in nerve deafness?” The answer stated, in 
essence, that practically all toxicologists believe 
there is no such condition as the expression 
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chronic carbon monoxide poisoning would imply 
and that no evidence that exposure to carbon 
monoxide produced nerve deafness could be 
found in the American literature. 

The observations of Lumio referred to in the 
comment were made on the people of northern 
Finland who, during the World War II years, 
were deprived of liquid fuels. Their recourse was 
to carbon monoxide generators with charcoal 
used as the basic fuel. From such generators 
would come carbon monoxide and, in addition, 
could come certain nitrogenous compounds, as 
well as other hydrocarbons. Lumio’s work dealt 
at some length with dizziness, giddiness, head- 
ache, and aspects of vestibular and cochlear dys- 
function. In a more recent article (Arch. Gewer- 
bepath. u. Gewerbehyg. 13:139, 1954), he has 
concluded that findings in such situations are 
not completely diagnostic. Further reference 
could be made to the monograph of Dr. Aage 
Grut and to one or two others to be found in 
the foreign literature. It is not the intent of this 
consultant to discredit their observations. It can 
only be reiterated that a diversity of opinion 
arises out of varying circumstances which are not 
fully comprehended without first-hand observa- 
tion. For several years, a Committee of the Coun- 
cil on Industrial Health of the American Medical 
Association and the Committee on the Conserva- 
tion of Hearing Loss of the American Academy 
of Ophthalmology and Otolaryngology have 
studied hearing loss among the industrial work- 
ers in America. Admittedly their chief concern 
has been the noise problem, yet a hearing loss 
due to constant exposure to carbon monoxide 
has not been called to their attention. 

Carbon monoxide is a by-product of innumer- 
able processes in industry and has been since the 
beginning of American industry. If there were 
an incidence of hearing loss due to exposure to 
this gas, it would not have escaped the attention 
of the industrial toxicologists or hygienists. The 
title of the article by Katz, “Carbon Monoxide 
Asphyxia, a Common Clinical Entity,” is some- 
what misleading, in that the author presented 
only one case, that of a patient with acute in- 
toxication. The rest of the paper dealt with 
minute, daily exposures. Much misunderstanding 
arises out of the word “chronic” as applied to 
carbon monoxide exposure. A chronic disease is 
“a disease of long duration” (Webster). No toxi- 
cologist would deny that daily exposure to mini- 
mal amounts of carbon monoxide may produce 
temporary headache, dizziness, fatigue, or even 
drowsiness, along with other minor disturbances. 

These are not caused by permanent pathological 
changes and clear up after removal from expo- 
sure. There is adequate testimony in the litera- 
ture that carbon monoxide is not cumulative. 
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Neo-Synephrine 


NASAL SPRAY 
0.5% * 20cc. 


in the handy plastic squeeze bottle 


+ Microspray tip 
+ Won’t break or spill 
« Ready when patients need it 


PROLONGED DECONGESTIGN 


Neo-Synephrine (brand of phenylephrine), trodemark reg. U.S. Pat. Off. 
®Zephiron, brand of benzalkonium chloride (refined) 
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ordinary 
food 


must be 
supplemented 


Patients 
lke 
Meritene 


ULCERS and other restricted diets, as in liver 
diseases and gall bladder conditions. 


POST-OPERATIVE and other nutritionally de- 
pleted patients, such as geriatrics, prolonged 
convalescence, and chronic illnesses. 


TOTAL FEEDING, whether by tube or orally, 
in conditions such as wired jaws and cancer ° 
of the oral cavity. 

The good-tasting protein- 
vitamin-mineral supplement 


MAIL COUPON FOR ONE LB. CAN 


THE DIETENE Co. 
Highway 100 at W. 23rd St. 
Minneapolis 16, Minnesota 
Please send me free a 1-lb. can (regular 
$1.98 retail size) of Meritene protein- 


vitamin-mineral supplement. 
Name. 

Address 

City. Zone___ State. 


MA-669 
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mercial rates cover all ads of manufacturers, 
dealers, agencies, ete. Box number charge same 
as personal ads. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 
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Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


WANTED—RESIDENT TO RENT HOME AND OF- 
fice; take over part time ice southwest De- 
troit near expressway. Box 8239, % AMA. 


WANTED — ELECTROENCEPHALOGRAPHER TO ES- 
tablish department in 600 bed general hospital; Florida 
license required; part time percentage basis; extramural 
oe practice likely necessary. Contact: Hospital Di- 

Tampa Hospital, Tampa 6, Florida. 

8-0711 


RESIDENCY WANTED 


first level starting July 1, 1959 in approved hospital; 
Belgian MD; straight “internship Louvain; having suc- 
ceed ECFMG Qualification examination; good refer- 

ces. Box 7988, % AMA, 


ASSOCIATE WANTED 


WANTED — GENERAL PRACTICE ASSOCIATE IN 
Oakland, California; excellent opportunity to take office 
in short time; no "investment needed ed; good hospital 
facilities. Write to: Box $255, % AMA, 


ASSISTANTS WANTED 


WANTED — ASSISTANT OR PARTNER IN ACTIVE 
general practice; moe be willing to take over in short 
time; upstate New York, population 50,000; area is 
agricultural, has good industries, excellent fishing and 
hunting, one college, two hospitals. Box 8153 B, 9 

A. 


PHYSICIANS WANTED 


INTERNIST—PREFERABLY BOARD CERTIFIED; 
actice in multi- union 


third, 8000: 
000 respectively, with adjustment on completing Boards; 
benefits include hospital and surgical insurance for 
my ; expenses paid to medical meetings, vacations, 

Sluding curriculum vitae, 3 oodruff Avenue. 
Toledo, Ohio. 


GENERAL PRACTITIONER URGENTLY NEEDED BY 
July ist in progressive, cultured, southern town of 
1, 200 population ; drawing population 18,000; our doctor 
leaving to specialize; possible gross income $25, 000 plus, 
depending upon you; unopposed, office equipment owned 
by town for your use; office building of 8 rooms, rental 
very reasonable; excellent hospital 20 miles; staff privi- 
leges ; good sc hools and churches; hunting, fishing, social 
activities abundant; older physician as desirable and 

welcome as younger man. H. W. Vann, Mayor, City of 
Hurtsboro, Russell County, Alabama. Cc 


OPPORTUNITIES AVAILABLE IN VIRGINIA FOR 
physicians as directors of local health departments; 
salary range with secountees public health training or 
$10,992 to $13,728; applicants without train- 

ing or experience given on the job training and paid 
$10, 032 beginning salary; applicants must be Ameri- 
can citizens; under 48 and eligible for Virginia licen- 
sure; liberal sick leave, vacatidm and retirement benefits. 
Write: Director of Local Health Services, State Depart- 
ment of Health, Richmond 19, Virginia. Cc 


WANTED—EXPERIENCED PSYCHIATRIST WITH 
broad Dinbal experience for 1,1 bed NP State hos- 
pital; associated with post-graduate psychiatric program 
of lowa Medical College; active therapeutic, progressive, 
and expanding program; including Children’s Service 
and out-patient department, must be eligible for Iowa 
license; salary ranges $13,800 to $15, et if uncertified ; 
$16,500 to $19,200 if certified. Write . Korson, 
M.1D., Superintendent, Mental Health’ Institute 


pendence, Iowa. 


PSYCHIATRIST WANTED—MODERN HAUN-TYPE 
NP hospital; Board Certified or Board Eligible pre- 
ferred; active research program; one-half hour from 
metropolitan Boston ; opportunities for academic appoint- 
ment with leading medical school; approved for resi- 
dency training; starting salary up to gis. 685 depe nding 
on qualifications. Write to irector, Professional 
Services, Veterans Administration Hospital, Brockton, 
Massachusetts. c 


WANTED—PHYSICIAN TO ASSOCIATE WITH SIX 
man group caring for mining company’s employees and 
families; includes general practice, obstetrics, anesthe- 
sia, surgery and industrial work; salary $10,000 to 
start; no expenses; living conditions good; ale 


schools; immediate opening. Call write 
Stewart, MD, Chief Surgeon, Homestake Hospital, 
South Dakota. c 


(Continued on page 220) 


| 
3 
| 
. 
| 
| 
‘ine 
| 
| 
: 
ae 
| 
Reritene 
¢ | 
| 
1 | { 
| | 
| 
| 
ay 
| 
| 


Designed for close-ups 
... simple and easy to use 


Physicians everywhere will be pleased with 
the photographs the Startech Camera pro- 
duces—color prints or slides. 


Kodak Startech Camera Out- 

fit comes ready for immediate use 

with film, bulbs, batteries, color-coded 
supplementary lenses, and neutral grey 
easel for background. 


Dermatologists: Fine-quality photo- 
graphs for teaching and discussion can 
be obtained at low cost. Note: A Star- 
tech Camera uses black-and-white or 
color film, for prints or 2 x 2 slides. 
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Introducing the Kodak Startech Camera Outfit 


STARTECH CAMERA 


For close-ups: Two ranges—4 to 8 inches; 10 
to 16 inches. A single adjustment is all that’s 
required .. . just match color-coded lens and 
range setting. 


A 

4 to 8-inch Range: It’s a quick, easy 
matter for the physician or technician 
to make before and after shots—thus 
to record patient’s progress. 


10 to 16-inch Range: With a Startech 
Camera, just select correct range and 
lens—then sight and shoot. 


Priced at about $35. Write for particulars, including name and 
address of scientific instruments dealer who handles outfit. 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N.Y. 
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Serving medical progress through Photography and Radiography 
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2,816 PHYSICIANS 
REPORT THE EFFECT OF 
UNITENSEN PRODUCTS 
ON 29,099 
HYPERTENSIVE PATIENTS 


summary of report 


No. of 
Patients Results Percent 
9,111 Excellent 31.3% 
14,817 Good 50.9% 
3,693 Fair 12.7% 
1,478 Unsatisfactory 5.1% 
900 Side Effects 3.1% 


This continuation of the “Proof In Prac- 
tice’ Study demonstrates the efficacy of 
Unitensen products as used by physicians 
in their day-to-day private practice. 


“We have used Unitensen on several of 
our more difficult patients and in most 
cases found that Unitensen would do the 


“Unitensen appears to be a good drug to 
use in hypertension. The combinations 
are also efficacious.” 


Patients’ pressure dropped gradually, 
and they were maintained with two tabe 
lets b.i.d.” 


“All patients had a drop of 20-30 systolic, 
All expressed how much better they felt 
on the new medicine (Unitensen) .. . It 
looks to me as though this drug has real 
merit.” 


Unitensen and diuretics 
Unitensen, a true hypotensive agent, is poten- 
tiated by diuretics. A combination of the two 
is frequently recommended for a lower dos- 
age of each, minimizing the side effects of 


Unitensen-R° 
@ Each tablet contains cryptena- 


Unitensen-Phen® give 


Unitensen® 


Clinical supplies available upon poet 
References: 1-4 on request, 


TYPICAL COMMENTS FROM PHYSICIANS | 


Al 


IRWIN, NEISLERE CO. Decatur, tilinois 


TONICS AND SEDATIVES 


My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


A minister was a little confused when an 
internal revenue agent visited him. The 
agent explained that it was a personal mat- 
ter. “While I’m here,” he said, “I would 
like to see your church.” 

Naturally the minister took him on a 
tour of the church. “Well,” he asked rather 
proudly, “what do you think of it?” 

“Frankly, I’m disappointed,” replied the 
agent. “From the amount of money your 
parishioners listed as gifts to this church, I 
thought the aisles would be paved in gold.” 


The famous French comedian, Fernan- 
del, went to a new barber. Excited at hav- 
ing such a celebrity, the barber could 
hardly do enough for his new customer. 

Finally he was finished. He held the mir- 
ror back of the famous head and said 
anxiously, “Is that all right?” 

Fernandel looked at him and _ smiled. 
“Almost,” he said. “Just a little longer in 
the back, please.” 


The young man in his teens had gone 
to call on his girl. He discovered that the 
family had been unexpectedly called out 
of town. The girl had left this note taped 
on the front door. 

, handsome: 

Have gone way for two days. Will be 
back Sunday afternoon. 

P. S. Don’t tear up this note. You're not 
the only one.” 


Riddles of the Week 


Question: What can’t you name without 
breaking it? 
Answer: Silence. 
Question: What is bought by the yard but 
worn by the foot? 
Answer: A carpet. 
Question: Why does your sense of touch 
suffer when you are ill? 
Answer: Because you don’t feel well. 
e 
Question: Why are fish well educated? 
Answer: Because they travel in schools. 


(Continued on page 222) 
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OUR 63RD YEAR 


WOOD WAR 


FORMERLY AZNOES 


185 \.Wabash-Chicago, 


the 

with 

(z) Hd dept; 350 bd, vol, 
JCAH hsp; fee-for-serv; delightful twn 

Hd ‘dept; orp 8 Bd specialists; 


$25 ; New York State. 
GENERAL PRACTICE. (d) owen 7 Bd specialists, 5 
GP’s; about $15,000, incre: prtnrshp w/no in- 


vestmt; excl benefits; Ohio. Group $15- 


18,000; Alaska. 
INDUSTRIAL MEDICINE: (u) Full Spe. staff; out- 
itndg med dept; $15,000; univ city, w Eng 
INTERNAL CINE. (p) Hd dept; “2 
150 bd hsp $15,000; West-North- ‘Central. (a) 

req’s sub-spec, or GE; 

$18 Elig, increasg $25,000. 
Oph: Assec w/Bd FACS; $18,000; prtnr, 
yrs; nr Los Angeles. 8 to; hd dept; 110 bd, hsp; 


dept; 3 man xpndg; 

new bidg, fully equipd; share lesomne expenses 

ont DIC Hd de opt if man orp (8 Certd); 
$17, 23,000. 


110 bd 
250 bds; fee basis; Said’ ne exe! staff; 
med schi rsreh & MWe (0) Assn dept 
ins univ hsp; to $20,000; 
PEDIATRI (n) Na dept; 110 bd, JCAH, Geni, 
sp, oper "a. similar to Mayo Clinic; staff 12 Dipts: 


bout ay: H 

RADIOLOGY: (i) Dipl; ige, JCAH hsp; tchg 

t yr; 

SURGERY: (m) ) well-estd ; $15,000 plus 
earl 

TUBERCULOSIS: MEDICINE: (d) Med dir; JCAH, TBc 
hsp; pref Amer trnd, elig for licensure, Mich; to 
$20,000. 

PLEASE SEND FOR AN ANALYSIS FORM SO WE 

MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 


We offer you our best endeavors—our integrity—our 63 
year record of effective placement achievement 


STRICTLY CONFIDENTIAL 


WANTED—GENERAL PRACTITIONER FOR PROS- 
perous well developed agricultural area ; town population 
1,200 and county population 6,000 to be served; a 
modern community clinie furnished and equipped on 
rental basis; two open staff hospitals readily accessible; 
location open at once. Address: Clinic Committee, 
Woonsocket, South Dakota. c 


WANTED— PEDIATRICIAN; BOARD CERTIFIED OR 
Board Eligible; not over 35; required by specialist 
group in southern California; 30 miles from Los An- 
geles; excellent office and hospital facilities; fine resi- 
dential, school and college area; attractive salary for 
1 to 2 years with offer of association. Apply: Box 8262 
C, % AMA. 


DOCTOR WANTED — AVAILABLE, TWENTY-FIVE 
year established general practice with surgery in Perry- 
ville, Missouri; because of retirement from private prac- 
tice ‘and entering industrial medicine; a 15-room cen- 
trally air-conditioned, fully equipped Clinic with x-ray, 
physio-therapy, laboratory and surgical instruments. 
Inquire: Dr. G. H. Bredall, Perryville, Missouri. Cc 


WANTED—GENERAL PRACTITIONER WILLING TO 
concentrate on obstetrics and pediatrics; must be per- 
sonable with ability to build and hold practice; in- 
dustrious and willing to work; must aace completed 
military service; salary $15,000 to $18,000 per annum 
with chance for advancement. Fairbanks Clinic, Fair- 
banks, Alaska. Cc 


ANESTHESIOLOGIST—BOARD CERTIFIED; TO. AD- 
minister anesthesiology department on full time basis, 
suburban Pittsburgh, 230 bed general hospital*; excel- 
lent staff and working conditions; give full particulars 
on background and availability. Contact: Administrator, 
Sewickley Valley Hospital, Sewickley, Pennsylvania. C 


ASSOCIATE PATHOLOGIST—ALSO INTERESTED IN 
research and teaching on service approved for residency 
training; expanding institution with specialized inter- 
ests in ‘neoplastic, hematologic, cardiopulmonary and 
hereditary diseases; thirty minutes from Los Angeles; 
salary $15,000 to $18,000. Box 8261 C, e/o AMA. 


PATHOLOGIST—-CHIEF OF SERVICE; BOARD CER- 
tified or Eligible; 312 bed general hospital affiliated 
University of Texas Southwestern Medical School ; teach- 
ing affiliation, resesrch opportunities; 30 days annual 
leave; other benefits. Write: Manager, Veterans Ad- 
ministration Hospital, McKinney, Texas. Cc 


MEDICAL AND SURGICAL CLINIC LOCATED IN 

moderate size middle western town desires to increase 

staff in interna) medicine department; candidates must 

be either Board Certified or Eligible for Certification; 

partnership in three years. Address: Box 8266 C, % 
A. 


by two certified members, in attractive 
< Sue city of 300, 000; ample surgery and finan- 

cial future assured. W. E. Vandevere, M. E., FACS, 
(Ophth., Sur: are) w. Morrow, te MD, 1001 First 
National Building, El Paso, Texas Cc 


INTER NIST—C QUALIFIED AS STAFF 
physician in 386 bed jated hospital; citizenship 
required; salary range $9, to $14,688 de pending on 
experience or Certification. Write : Director, Professional 
Services, Veterans Administration Hospital, Des Moines, 
Iowa. 

WANTED — GENERAL PRACTITIONER; YOUNG, 
male; graduate of approved school; pleasant Vermont 
town; 11,000 population; open own practice; rapid 
growth assured; shortage exists; well a uipped hos- 
ital; Contact: John P. Lord, MD, 117 Main Street, 
srattleboro, Vermont. Cc 


(Continued on page 232) 
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TABLETS 
| QUINIDINE 
SULFATE 
Natural 
‘Davies Rese) 
©2 enam 
“ove 


significance 
to the 
physician 


is the symbol 


When he sees it engraved on a Tablet of Quinidine Sulfate 
he has the assurance that the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally standardized, 
and therefore of unvarying activity and quality. 


-When the physician writes “DR” (Davies, Rose) 
on his prescriptions for Tablets Quinidine Sulfate 
he is assured that this “quality” tablet 
is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 grains) 
Davies, Rose 


Clinical samples sent to physicians upon their request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 
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ermatitis 


. whether the 
is wet or dry, acute or chronic, 
there’s nothing better than an 
AVEENO Colloid Bath to 
provide effective, soothing relief. 


if it's wet 


AVEENO 
Colloidal Oatmeal 
COLLOID BATHS 

reduce inflammation .. . 


relieve pruritus... 
mildly drying for wet dermatoses. 


AVEENO Colloidal Oatmeal is 
available in 18 oz. and 4 Ib. boxes. 


if it's dry 


~<: 


AVEENO 
“OILATED” 
COLLOIDAL EMOLLIENT BATHS 


(soothing colloidal oatmeal 
plus 35% emollient oils) 


lubricate the skin... 
soften dry, crusted lesions. 


AVEENO ‘‘OILATED’’ colloidal 
oatmeal is available in 10 oz. cans. 


AVEENO CORPORATION New York 19, N. Y. 


likely to draw a wince and an anguished 


TONICS AND SEDATIVES (Continued) 


Question: If two San Francisco telegraph 

operators married each other, what 

would they become? 

Answer: A Western Union. 

Question: Why is an empty room like a 

room full of married people? 

Answer: Because there isn’t a single per- 

son in it. 

Once a Pun a Time 


One form of humor that is much more 


look than a chuckle is the pun. Here are 
some special face makers: 


Back from a foreign land, the pilot of a 
jet bomber showed friends pictures of a 
beautiful native girl. “Take a look,” he 
suggested, “at one of my near Mrs.” 

An article in a newspaper described the 
dress of a Maharanee as a sarong instead 
of a sari. The copy chief who allowed the 
error to slip past wrote to the editor, “I’m 
sari I was sarong.” 


When John D. Rockefeller at the age of 
77 married a woman in her 50's, the new 
Mrs. Rockefeller was laughingly called 
“the child bride.” 

“What did he give her for a wedding 
present?” a newspaper correspondent 
asked. “Blocks?” 

“Yes,” replied a friend, “Forty-ninth and 
Fiftieth on Fifth.” 

« 


The Poetry Corner 


No matter how the Cheddar reeks, 
We eat it to get redder cheeks. 


A boy at Sault Ste. Marie, 

Said “Spelling is all Greek to me, 
Till they learn to spell ‘Soo’ 
Without any ‘u,’ 

Or an ‘a’ or an T or a ‘t. 

That bottle of perfume that Willie sent 

Was highly displeasing to Millicent. 
Her thanks were so cold 
They quarreled, I’m told, 

Through that silly scent Willie sent 
Millicent. 


>” 


e 
Quotes of the Week 


To have him over for an evening is to 
prove that the night has a thousand I’s. 


When some men discharge an obliga- 
tion, you can hear the report from miles 
around. 


J.A.M.A., June 6, 1959 


A centralized source of data, in one 
book, by a researcher... 


CHOLES- 
TEROL 


by DAVID KRITCHEVSKY, 
Wistar Institute and University of 
biological 


Covers 


Pennsylvania. 


function and significance—chemis- 
try, biochemistry, physiology. Gives 
recent and most acceptable data, 
with background for future re- 
search. 1958. 291 pages. $9.75 


SEND NOW FOR AN ON-APPROVAL COPY 


JOHN WILEY @ SONS, Inc. 


440—4TH AVENUE, NEW YORK 16, N. Y. 


Pioneers in Ethically Promoted Colloid Baths 


(Continued on page 224) 


“Polio IMMUNE GLOBULIN 


CUTTER Gamma Globulin 


as a measles modifier 

reduces the severity of the attack, yet 
allows full active immunity. 

for measles prevention 

confers effective passive immunity for 
three to four weeks. 

derived from human venous blood. 
antibody equivalent of more than 40 cc. 
of normal immune serum in each 2 cc. 


Available: 2 cc. and 10 cc. vials. 


Leaders in Human 
Blood Fractions Research 
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antibiotic for rmgworm 
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Hand Tallies 


These handy instruments have simplified 
blood counts in hospitals and labs from 
coast to coast. They’re fast. They never 
forget. Nestled in either hand, the 
other hand is free for phone, adjusting 
microscope, handling slides, pencil 
work. Slightest lever pressure adds each 
count. To reset, just turn reset knob to 
zero. Take the chore out of differential 
and red and white count — order 
Veeder-Root Hand Tallies today or 
write for details. 

QUICK FACTS — Single counter counts 
up to 10,000. White figures, black 
background. ($8.65 each.) 

Double Counter — figures on one unit, 
white on black, other unit, red on 
white. Each unit counts to 10,000. 
($19.60 each.) 
If not avail- 
ablefrom your 
Medical Sup- 
ply House, use 
coupon 
below. 


Veeder-Root 


“The Name That Counts“ 
World's Largest Makers of Counting Devices 


VEEDER-ROOT INCORPORATED 
HARTFORD 2, CONN. 
Please send me descriptive folder of Veeder- 
Root Hand Tally Counters, together with 
current prices, 
Name 


Street 


TONICS AND SEDATIVES (Continued) 


The long lane that has no turning is 
now called the Turnpike. 


A service station is a place where you 
fill the car and drain the family. 
I’m proud to pay taxes in the United 
States. The only thing is, I could be just 
as proud for half the money. 


Another reason that you can’t take it 
with you is that it goes before you do. 


Rainy days are when mother’s little 
jewels are only semiprecious. 


Anecdotes 


When asked why he decided to retire 
from the ring, Rocky Graziano said, “I 
looked in the mirror, saw my beaten-up 
face, and thought there must be an easier 
way to meet congenial people of my own 
age.” 

Victor Borge, who had just bought a 
chicken farm in Connecticut, was asked if 
he knew anything about raising chickens. 
“No,” he answered, “but the chickens 


do. 


Voice floating out of a Hollywood actor’s 
dressing room: “I am not conceited, al- 
though goodness knows I have every rea- 
son to be.” 


J.A.M.A., June 6, 1959 


BURROUGHS WELLCOME & CO. 


Tuckahoe, New York 


At a dinner party a shy young man was 
trying to think of something nice to say to 
his hostess. He received the opportunity 
when she turned to him and commented, 
“What a small appetite you have.” 

“To sit next to you,” he replied gal- 
lantly, “would cause any man to lose 


his appetite.” 
—D. D. 


BUY U. S. SAVINGS BONDS 


TOWNE PAULSEN 


PAULSEN 


146 WEST BELLEVUE DRIVE « 


PASADENA, CALIFORNIA 


“Is something wrong, Mrs. GridgeP—You haven't mentioned 
Please send me...ccsseu} tothie Hand over half a dozen symptoms!” 
Tallies C.O.D. JA-69 
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| NewWweNe...2 handsomely practical new examining room suite by 


Hamilton. Distinctively proportioned, smartly styled and finished entirely in 


lifetime materials. Wood-grained Formica in gray or cream, satin-finish 
stainless steel and bright chrome create a contemporary, fully Professional 
atmosphere. And Premiere gives you all of Hamilton’s efficiency features—to 
save valuable minutes out of every office hour! See the new Premiere... and 


other Hamilton suites in wood and steel...now, at your Hamilton Dealer’s. 


outstanding professional furniture for the Doctor’ s office 


MANUFACTURING COMPANY TWO RIVERS, WISCONSIN 
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DIUPRES 
plus other 
antihypertensive 


DIUPRES 


—ofotheranti- 
PRES PROVIDES “BRROAD-BASE" ANTIHYPERTENSIVE THERAPY 
effective by itself in a majority of patients with mild or moderate 


greatly improved 
and simplified management 


of 
hypertension 


D 


DIURIL, WITH RESERPINE 


a “wide-range” antihypertensive—effective in mild, moderate, and severe hypertension 


* can be used as total therapy or primary therapy, 
adding other drugs if necessary 


in patients now treated with other drugs, can be used as 
replacement or adjunctive therapy 


should other drugs need to be added, they can be given in much 
lower than usual dosage so that their side effects 
are often strikingly reduced 


organic changes of hypertension may be arrested and reversed... 
even anginal pain may be eliminated 


patient takes one tablet rather than two... 
dosage schedule is easy to follow 


economical 


DI UPRES-500 500 mg. DIURIL (chlorothiazide), DI UPRES-250 250 mg. DIURIL (chlorothiazide), 


0.125 mg. reserpine. 0.125 mg. reserpine. 
One tablet one to three times a day. One tablet one to four times a day. 


@D MERCK SHARP & DOHME, DiviSION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


ano ) ane OF MERCK & 60., INC, 
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Indicated in: 

congestive heart failure 
hypertension 

hypertensive vascular disease 
premenstrual edema 


toxemia of pregnancy 


Record of patient with congestive failure, treated at a leading 
Philadelphia hospital. Photos used with permission of the patient. 


marked pitting e 
cleared in 4 days 
with Esidrix 


Milligram-for-milligram, Esidrix provides the highest 
fluid yields, lowest blood-pressure levels yet achieved 
with oral diuretic-antihypertensive therapy. 


DOSAGE: Esidrix is administered orally in 
an average dose of 75 to 100 mg. daily, 
with a range of 25 to 200 mg. A single 


edema of pregnancy dose may be given in the morning or 

steroid-induced edema Se may be administered 2 or 3 times 
a day. 

nep hrosis SUPPLIED: Tablets, 25 mg. (pink, scored); 

nephritis bottles of 100 and 1000. Tablets, 50 mg. 


(yellow, scored); bottles of 100 and 1000. 


Cc I B A SUMMIT, N. J. 


(reserpine CIBA) 


e for the anxious hypertensive 
with or without tachycardia 


2/2706mMK 
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L.S., 81-year-old patient with complaint 
of painless hematuria admitted to hos- 
pital on 3/3/59. Past history inciuded 
congestive heart failure of 15 years’ du- 
ration. Clinically significant symptoms: 
expiratory wheezes over entire chest; 
bilateral coarse rales of both bases; 
slight abdominal distention (without evi- 
dence of ascites); palpable liver 2-3 
fingerbreadths below rib cage; bilat- 
eral pitting edema (4+-) of pretibial 
and ankle areas. Admission diagnosi: 
hematuria of unknown origin; arterio- 
sclerotic cardiovascular disease; poorly 
compensated heart failure; and chronic 
pulmonary fibrosis with pulmonary 
insufficiency. 


Patient L.S. 
Date 3/4 


Patient was put on regimen of bed rest, 
moderate salt restriction, digitalis and 
pulmonary decongestants. When ankle 
edema, hepatic congestion and rales 
failed to clear by 3/6, Esidrix 50 mg. 
b.i.d. was ordered. By 3/8 L.S. had 
lost 3 pounds. Rales decreased; there 
was 1-++ pitting edema of ankle area 
only. He felt more comfortable, was 
able to enjoy reading newspapers and 
magazines in bed. 


Ambulatory on the 4th day of Esidrix 
therapy, L.S. visited his neighbors 
down the hall, played checkers with 
another patient. There was no evidence 
of ankle edema. By 3/11, patient's 
weight had dropped 2 more pounds 
and rales were gone. Patient tolerated 
cystoscopy and fulguration of a small 
bleeding polyp in his bladder on 3/12 
very well. On 3/14 he was discharged. 


3/10 3/11 


Urinary 
Output (mi.) 


Weight (ibs.) 139 


Esidrix Dosage 


(mg./ day) 0 


Esior 


(hydrochlorothiazide CIBA) 


= relieves edema in certain patients refractory to other diuretics’ 

« at least 10 times more active than chlorothiazide, provides the same 
therapeutic benefits with but 1/10 the dosage—or even less 

is exceptionally well-tolerated... minimizes the likelihood of 


electrolyte imbalance 


1. Brest, A. N., and Likoff, W.: Am. J. Cardiol. 3:144 (Feb.) 1959. 
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“Deprol’ provides 


COMPREHENSIVE 
TREATMENT 


hypothalamus 


® thalamus and 
limbic system 


spinal cord 
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FOR DEPRESSION 
AND ASSOCIATED ANXIETY 
AND PHYSICAL ‘TENSION 


“Features of anxiety commonly accompany depressive features, 
and not infrequently these anxiety symptoms, not those of the 
underlying and primary depression, are the presenting ones.” 


Yonge, K.A.: Depressions in disguise, Canad. M.A.J. 74:693, May 1, 1956. 


RELIEVES DEPRESSION 
by improving mood and outlook without excessive stimulation or rebound depres- 
sion. Relieves symptoms such as crying, lethargy, loss of appetiie, insomnia. l 


RELIEVES ASSOCIATED ANXIETY 

by reducing exaggerated reaction at the seat of emotions. Does not depress cortical 
activity. Does not impair mental efficiency or normal behavior. No risk of drug- 
induced depression. : 


RELIEVES ASSOCIATED PHYSICAL TENSION 
by relaxing skeletal muscle. Aids restful sleep and reduces likelihood of symptom 
formation due to depression. Does not impair motor control. 


= Confirmed efficacy A At 
“Deprol 
= Simple q.i.d. dosage 

benactyzine + meprobamate 


Supplied: Bottles of 50 light-pink, scored tablets. 
Composition: Each tablet contains 1 mg. 2-diethylaminoethy] 


benzilate hydrochloride (benactyzine HCl) and 400 mg. meprobamate. 


(fi) WALLACE LABORATORIES, New Brunswick, N. 7. 


treave-manx co-0220 
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handy to use 


If you count convenience as important 
in making E.N.T. examinations, then 
you need the Diagnostor. Essentially, 
it’s a controller that operates both 
National and W/A ophthalmoscopes 
and otoscopes; also other diagnostic 
lights. It is unusually simple and effi- 
cient in function, attractive in ap- 
pearance (has ‘no-tension’ cords that 
retract into case), safe: always keeps 
your instruments ready for instant use 
and within arm’s reach—on the desk, 
table or wall-mounted. Smaller than 
your phone, as handy to use, cuts 
your filament lamp replacement costs, 
Ask your dealer for demonstration. 


AL ELectRIC INS 
92-21 CORONA AVEN 


full-spectrum 
ultraviolet radiation 
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The Hanovia Luxor Alpine Lamp 


emits the clinically all-important com- 
plete ultraviolet spectrum, high in in- 
tensity, with precisely measured even- 
ness of distribution over a wide area. 
These considerations plus many func- 
tional features make this equipment 
an outstanding choice for the office, 
clinic or hospital. Administration of 
general ultraviolet radiation with this 
equipment in Dermatology, Internal 
Medicine, Surgery, Pediatrics, Ob- 
stetrics or General Practice ...is ac- 
complished with maximum clinical 
effectiveness, in minimum time. Write 
for new catalog and clinical data sug- 
gesting applications in your practice. 


TRUMENT DIVISION 
RST, LONG ISLAND, N. Y. 


SHAY MEDICAL AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ASS'T. MEDICAL DIRECTOR: (a) Primary interest in 


the application of professional training the medi- 
cal aspects of proprietary pharmaceutical industry 
rather than in clinical practice Fad medicine; must 
have pleasant extrovertive ity with a general 
liking for people, ability work in group and no 
objections to travel; to $15,000, liberal benefits (b) 
Home office, Insurance company, East, 6-man depart- 
no practice, regular hours, $10,000 


CHIEF PROFESSIONAL SERVICES: ond chronic dis- 


ease Respite. New England, Sala 

CONSULTANT in Consulting Bureau Editorial Depart- 
ments, Eastern medical reference hook publishing 
gompany, desire physician with definite and curious 
interest in medical fiterature, 5-day week 

DIRECTOR Medical Education Research, new program 
for doctor wi Mw in research, metro- 
politan to 


n $15,000, nity to 
Join group as full partner from start’ wit out invest- 


GENERAL PRACTICE: Full-time association with two 
apecializing in industrial medicine; MW; 
512.000 future percentage 
INDUSTRIAL: Physician to medical set-up for 
division of corpora- 


an group building new ae. excel- 

lent hos ital $12, rt. Chica 
MEDICAL TOR: 70-bed ospital ‘and well 
known over 2000" plicant must 
poe well developed sense of public relations, fee-for- 

service basis with minimum guarantee 

OPHTHALMOLOGIST: Association with two Certified 
nee aH Texas; $1000 start, future percentage- 


orTHOPEDIC SURGEON: Large group, north of Chi- 
cago, light manufacturing and agricultural area; to 


PEDIATRICIAN: $15,000 start, Group now occupying 
,000 clinic, one! hospital facilities, MW, won 
derful poten and fishing country 
PHARMACE AL: Small MW company with unusual 
research ~ special knowledge of 
enzymology or of laboratory ures especially de- 
sirable, creative thinking, “willingness to travel, writing 
abili ar. factors upon whic 
appraised Dicine. nitially, fringe bene 
PHYSICAL MEDICIN E and Rehabilitation, Chief of De- 
partment, New England, veterans home, 
maintenance available on grounds 
t moderate 
PSYCHIAT TRIST: Pacific Northwest, large clinic, 2 ex- 
cellent hospitals available, salary ($1 month) first 
year, partnership 
SURGEON: Partnership with Internist, progressive small 
city mw. salary & percentage—can be $15,000 first 
year, fully aceredited ‘hos pital town 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


(Continued from page 220) 


GENERAL PRACTITIONERS — GROSSING $80,000 
H 


Generalists to complete office hours; 
modern, fully equipped 12 
_Chicago; give all information 


PHYSICIANS NEEDED BY JULY 
; wanted for 120 bed newly built hospital; 

3, ; separate resident available to married 
couple and children 
Phenix City, Alabama. 


HOUSE PHYSICIANS; 225 BED GENERAL 
; rotating service; fluent knowledge of English 
; generous stipend offered ; i 
, Methuen, Massachusetts. ull time; 
NEEDED—FOR THRIV- 
« rural community near Greensboro, N 
modern office building available; 
; splendid educational facilities; the pene 

» just move in. Box 8273 C, % AMA. 


PSYCHIATRIST WANTED TO DIRECT NEW CHILD 
guidance clinic in Richmond, Indiana; opportunity for 
private practice and associations with general cy 
state mental ot and Earlham College. 

1436 Main, Richmond, 


children’s camps; 


WANTED-—-TWO HOUSE PHYSICIANS FOR A NEW 
200 bed general hospital to start September 1, 1959; 
good salary and full maintenance. Apply: Adminis- 
trator, Sacred Heart Hospital, 9th ‘and Wilson Streets, 
Chester, Pennsylvania. Cc 


squrnnas CALIFORNIA—WE HAVE QUITE A NUM- 
locations available for all specialities and general 
new and proposed buildings in groans; 


roup practice. Write: H. B. Mortimer, Box 227, 
"California. 


PUBLIC HEALTH OFFICER—WANTED FOR WELL 
established local health department; MPH required; 
salary $12,000 plus travel, retirement, vacation and 
sick leave. Lee County Health Department, Dixon, 
Tilinois. c 


ible; 54 bed hospital connected with medical center; 
situated 45 miles north, C] Chicago; sal. 
rite: Administrator, Zion Community Hospi 


Parkway, Zion, Illinois. 


LARGE MIDDLE WESTERN GROUP SPECIALISTS 
desires association with orthopedic surgeon; attractive 
salary arrangement and partnership in three years; 
candidates must be either Board for 
Certification, Address: Box 8265 C, % A 


PHYSICIANS—MALE AND FEMALE: 
July-August ; 250 member camps; free 
lacement, Association Private Camps, 55 West 


treet, New York 36, New York 


WANTED FOR 


PEDIATRICIAN — WASHINGTON STATE; SMALL 
clinic urgently needs qualified Fane ye an; arrange- 
ments open. Continental -Pacific st Medical Bureau, 
Agency, 1404 Central Tower Building, 703 arket 
Street, San Francisco 3. c 


OPPORTUNITY FOR A GENERAL 
in a prosperous Wisconsin rural community of 1,500 
adjacent potential 12,000; open staff 400 bed hospital 
20 miles distant; many contingent if inter- 

ested write to: Box 8264 C, % A 


WANTED — PRACTITIONER TO 
associate with GP om eH $15,000 a year; 
excellent future. Contac Harry Kaufman, 

D, J. M. Matthews, MD, 601 West 8th Street, San 
Pedro, California. 


PRECEPTORSHIP IN SURGERY AVAILABLE FOR 
assistant to Certified surgeon; FACS; Miami, Florida; 
$6,000; future association depends on. successful rela- 

tionship; Florida license necessary. Box 8269 C, 

AMA. 


appointments in pleasant atmosphere; a doctors 
with definite interest in_ well anized heal plan are 
preferred. Continental-Pacific Coast Medical Bureau, 
Agency, 510 W. 6th Street, Los Angeles 14, c 


RADIOLOGIST WANTED — PACIFIC NORTHWEST; 
start as associate $12,000 to $20,000; succeed present 
radiologist both office and hospital; sstectinn your own 
associate: give full qualifications, biography, avail- 
Ability. first letter, Box 8283 C. % AMA. 


SURGEON—NEEDED IMMEDIATELY 
in Rock Island, Illinois; 50,000, with large adjacent 
area; orthopedist just left suddent for personal famil 
reasons; excellent area and o portuni ity; excellent ref- 
erable area. Box 826 % AMA. 


ANESTHESIOLOGIST — BOARD MAN PREFERRED; 
would accept Board Eligible applicant; immediate 
opening in large clinic in the southwest; please 
complete credentials. Box 8263 C, % AMA. 


GENERAL SURGEON—YOUNG, AMBITIOUS; FOR 5 
man group; large midwestern city; salary first year 
then percentage; must be willing to help some general 
practice, Box 8270 C, % AMA. 


KENTUCKY—PRIVATE PRACTICE OPEN FOR PHY- 
sician or specialist in new six suite doctors building 
adjoining 150 bed hospital; golden opportunity; 
15 Write: C. K. Cundiff, Somerset, Kentucky. 


ANESTHESIOLOGIST WANTED —_FOR CENTRAL 
Yew Jersey private practice group; Boards or Boards 
Eligible. Reply: Dr. BR. C. Turner, 776 Quinton Av- 
enue, Trenton, New Jersey. c 
DOCTOR WANTED—TO JOIN TWO OTHER GENERAL 
itioriers in St. Louis; active practice including 

y; list background, Box 8256 C, % AMA. 


(Continued on page 251) 
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NEW 


from 


Mead 


Johnson 


-vascular relaxant 


Pronounced VA-ZO-DY-LAN 


D 


Mead Johnson is proud to announce the availability 
of Vasopi.an, an unusual new compound with myo- 
vascular relaxant action. The unique myo-vascular 
action of this substance is manifested by selective 
relaxant effects on smooth muscle of the peripheral 
and cerebral vascular beds and of the uterus. 


A major indication for Vasopican is in the sympto- 
matic treatment of peripheral vascular disease. 


selective peripheral action to 
relieve symptoms of arterial 


insufficiency'— 


intermittent claudication i 


leg pain 
coldness and numbness of extremities 


in 
Arteriosclerosis Obliterans 
Diabetic Vascular Disease 
Buerger's Disease 
Thrombophlebitis 


lsoxsuprine hydrochloride, Mead Johnson 


brings blood to the deep tissues by 
direct action on the arterial wall'® 


with remarkable safety in recommended doses 

without adverse effects on coronary flow’? 

without troublesome hypotension or 
tachycardia’? 

without renal effects'” 

without increase in gastric acidity” 

without ganglionic blocking action’? 

without development of tolerance’ 
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Available as VASODILAN Tablets, 10 mg., bottles of 100. 
VASODILAN Injection, Ampuls, 2 cc. (6 mg./cc.), boxes of 6. 


Oral Dosage: 10 or 20 mg. (1 or 2 tablets) three or four 
times a day. For complete details on indications, dosage, 
administration and clinical background of VASODILAN, see 
the brochure on this product available on request from 
Mead Johnson and Company, Evansville 21, Indiana. 


Bibliography: (1) Kaindl, F.; Samuels, S. S.; Selman, D., and 
Shaftel, H.: Angiology, to be published. (2) Kaindl, F.; Partan, 
d., and Polsterer, P.: Wien. klin. Wchnschr. 68:186, 1956. 
(3) Briicke, F., et al.: Wien. klin. Wehnschr. 68:183, 1056. 


Mead Johnson 
Symbol of service in medicine 
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helps them weather the hay fever season | i 


BENADRYL 


ANTIHISTAMINIC-ANTISPASMODIC 


gives fast, comprehensive relief of allergic symptoms. At this time of 
year pollens from trees, grasses, or weeds cause distressing symptoms 

. inallergic patients. You can help your patients to enjoy greater com- 
fort during the hay fever season by prescribing BENADRYL. Its 
potent antihistaminic action rapidly relieves nasal blockage, rhi- 
norrhea, sneezing, itching, and related allergic reactions, while its 
atropine-like antispasmodic action swiftly suppresses bronchial and 
gastrointestinal spasms, BENADRYL Hydrochloride (diphenhydra- 
mine hydrochloride, Parke-Davis) is available in a variety of con- 
venient forms including: Kapseals,® 50 mg. each; Kapseals, 50 mg., 
with ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 
10 mg. per 4 cc.; and Emplets,® 50 mg. each, for delayed action. 
For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,° 
10 mg. per cc.; and Ampoules, 50 mg. per cc. 
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. IP): PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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PAM 


A NEW USE 
FOR VESPRIN 


ANXIETY 

AND TENSION 
TO: EMOTIONAL 
STABILITY 


VESP RIN made the difference 


SQUIBB TRIFLUPROMAZINE HYDROCHLORIDE 


in anxiety and tension states / psychomotor agitation / 
phobic reactions / obsessive reactions / senile agitation 
/ agitated depression / emotional stress associated with a 
wide variety of physical conditions 


In the patient with anxiety and tension symptoms — Vesprin calms him down without slowing him 
up...and does not interfere with his working capacity. Vesprin permits tranquilization without 
oversedation, lethargy, apathy or loss of mental clarity.‘ 

And Vesprin exhibits a satisfactory therapeutic ratio — unsurpassed efficacy with a low incidence of 
side effects; no reported hypotension, extrapyramidal symptoms, blood dyscrasia or jaundice in 
patients treated for anxiety and tension.’** 


dosage: for “round-the-clock” control — 10 mg. to 25 mg., b.i.d.; for “once-a-day” use — 25 mg. 
once a day, appropriately scheduled, for therapy or prevention. supply: Oral Tablets, 10, 25 and 
50 mg., press-coated, bottles of 50 and 500;Emulsion (Vesprin Base) — 30 cc. dropper bottles 
and 120 cc. bottles (10 mg./cc.). references: 1. Stone, H.H.: Monographs on Therapy 3:1 
(May) 1958. 2. Reeves, J.E. Postgrad. Med. 24:687 (Dec.) 1958. 3. Burstein, F.: Clinical 
Research Notes 2:3, 1959. 4. Kris, E.: Clinical Research Notes 2:1, 1959. ‘vesprin® ice squivd 
Vesprin — a tranquilizer that fills a need in every major area of medical practice 
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Squibb Quality— 
the Priceless Ingredient 


Thorazine 


(chlorpromazine, S.K.F.) 


one of 
the 
fundamenta 
drugs 


in 
medicine 


After five years of clinical use, “Thorazine’ continues to be recognized as an 
exceptionally effective therapeutic agent in nearly all fields of medicine. Its 
value is due to three fundamental properties: 


e capacity to alleviate anxiety, tension and agitation without dulling 
mental acuity 


e profound antiemetic effect 
e ability to potentiate narcotics and sedatives 


Available: Tablets, Spansule* sustained release capsules, Ampuls, Multiple 
dose vials, Syrup and Suppositories. 


Gi) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 

For the control of anoxemia in status asthmaticus, which form of 
aminophylline therapy is indicated...rectal, oral or intravenous? 
Either rectal or intravenous, The therapeutic efficacy of the drug is greater by these 
routes of administration. After the acute phase has passed, oral aminophylline may 


be administered. 
Source—Koelsche, G. A.; Carryer, H. M.; Peters, G. A., and Henderson, L. L.: J.A.M.A. 166:1541 (March 29) 1958. 


in asthma, for acute attacks...day-to-day prophylaxis 


® 
A M ' N ET suppositories with unique nonreactive base 


AMINOPHYLLINE WITH PENTOBARBITAL 
rapid, prolonged relief without the gastric upsets of oral aminophylline 


now in 3 “weight-proportioned” dosage forms... 


PENTOBARBITAL 
AMINOPHYLLINE SODIUM BENZOCAINE 


ae Ke) Strength for children over 40 Ibs. 0.125 Gm. (17% gr.) 0.025 Gm. (% gr.) 0.015 Gm. (4% gr.) 
g. 


oe for individuals over 80 Ibs. 0.25 Gm. (3% gr.) 0.05 Gm. (% gr.) 0.03 Gm. (1 gr.) 
g. 


Full Strength for adults 0.5 Gm. (74 gr.) 0.1 Gm. (142 gr.) 0.06 Gm. (1 gr.) 


All 3 dosage forms now in protective foil strips. Available: Boxes of 12. AMES 
COMPANY, INC 

Etkhart + indiana 

Toronto + Canada 
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for prompt control of 


senile agitation 


THQRAZINE* 


chlorpromazine, S. 


‘Thorazine’ can control the agitated, belligerent senile and 
help the patient to live a composed and useful life. 


@ Smith Kline & French Laboratories 


*T.M., Reg. U.S. Pat. Off. 
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The physician whose specialty is nuclear medicine is an 
important figure in today’s astronuclear age. This is true 
especially of the Air Force physician. In the Air Force 
Medical Service, many opportunities exist for the physi- 
eian interested in nuclear medicine. On one hand he may 
take short courses which offer the basic principles. On 
the other, he may undergo advanced training in the 
clinical and industrial areas of nuclear medicine. Such 


advanced training allows the physician to participate 
in basic and applied research in radiation biology—which 
in turn may lead to an advanced degree. This stimu- 
lating aspect of medicine offers unlimited professional 
growth and personal satisfaction. If you are interested 
in your opportunities as an Air Force physician, write 
to: Physician Information, Dept. PA-96, Box 7608, 
Washington 4, D. C. 


U.S. AIR FORCE MEDICAL SERVICE 
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for prompt and sustained relief from 
severe mental and 


emotional 
stress 


THORAZINE* SPANSULE® capsules 


chlorpromazine, S.K.F. sustained release capsules, S.K.F. 
30 mg. 75 mg. 150 mg. 200 mg. 300 mg. 


@® Smith Kline & French Laboratories 


*T.M, Reg. U.S. Pat. Off, 
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new Noludar 300 


300 mg CAPSULES 


A good night’s sleep can be described in dozens of ways, but “‘natural’’ comes 
closest to the kind of sound, refreshing sleep your patients will enjoy when you 
prescribe new NOLUDAR 300. Unsurpassed safety . . . prompt action. . . 6 to 8 
hours of undisturbed rest . . . and a cheerful awakening without ‘‘hangover’’—such 
is the quality of sleep with NOLUDAR. 

Well tolerated, non-barbiturate, non-addictive, virtually free of even minor side 
reactions. NOLUDAR®—brand of methyprylon 


DOSAGE: Adults — One 300-mg capsule before retiring. Do not exceed prescribed dosage. 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc + Nutley 10, New Jersey 


A 
: 


Two MEPROTABS before retiring 
e insure restful, uninterrupted sleep 
e insure alert awakening 
e insure a tranquil mind and relaxed body 


MEPROTABS are 400 mg. meprobamate tablets, coated, white, and 
unmarked, to make name and type of medication unidentifiable to your 
patient. Meprotabs are pleasant tasting and easy to swallow. 


Meprotabs 


contains the original meprobamate, discovered and introduced by 


@) WALLACE LABORATORIES, New Brunswick, N. J. 
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(HYDROCHLOROTHIAZIDE) 


regimen for 
hypertension 
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*1t’s as easy as 1, 2,3 to use 


HYDR 


Initiate therapy with HYDRODIURIL: one 25 mg. tablet or one 50 mg. 
tablet once or twice a day. HYDRODIURIL by itself often causes an adequate 
drop in blood pressure over a period of two to three weeks. This may be ail the 
therapy some patients require. 


( HYDROCHLOROTHIAZIDE ) 


Add or adjust other agents as required: HyDRODIURIL enhances the 
activity of all commonly-used antihypertensive agents; thus, the dosage of 

other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is 
contemplated or being used, usual dosage must be reduced by 50 per cent. 


Adjust dosage of all medication: the patient must be frequently 
observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


Supplied: 25 mg. and 50 mg. scored tablets HyoRODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000. 
Additional literature for the physician is available on request. 
HYDRODIURIL is a trademark of Merck & Co., Inc. Trademarks outside the U. S.: DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


mo MERCK SHARP & DOHME, Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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| protects against 


hypersecretion - hypermotility 
hyperirritability - hyperemotivity 


anticholinergic / antispasmodic / tranquilizer 


A remarkably long-acting anticholinergic. Only one 10 mg. dose of 
new long-acting oxyphencyclimine controls hypersecretion and 
spasm® for 12 hours or more. In the most recent study at Cook 
County Hospital, investigators were impressed with its antisecre- 
tory effect, leading to prolonged periods of achlorhydria.* 51 out 
of 57 patients with various G.I. disorders were relieved of symp- 
toms on only 2 daily doses. 

Plus ATARAX —the antisecretory tranquilizer. Not only does ATARAX 
modify tension—its added antisecretory action*’~* augments the 
efficacy of oxyphencyclimine. The combination, ENARAX, freed 100 
out of 103 patients of G.I. symptoms.? Improvement was especially 
notable in cases of peptic ulcer, where the emotional factor figures 
so prominently. 

“Side reactions were uncommon....”* Selective postganglionic ac- 
tion on the G.I. tract minimizes side effects. Mouth dryness—the 
most common reaction—seldom reaches troublesome proportions. 
Each ENARAX tablet contains: Oxyphencyclimine HCl, 10 mg,; 
Hydroxyzine HCl (ATARAX®), 25 mg. 

Dosage: One-half to one tablet twice daily—preferably in the morn- 
ing and before retiring. The maintenance dose should be adjusted 
according to therapeutic response. Use with caution in patients 
with prostatic hypertrophy or glaucoma. 

Supplied: In bottles of 60 black-and-white scored tablets. 
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Peptic ulcer 440 
Gastritis 
Gastroenteritis 
Colitis 
Duodenitis 
Functional bowel syndrome 
Hiatus hernia (symptomatic) 
_ Pylorospasm or cardiospasm 
Irritable bowel 
Biliary tract dysfunctions 
_ Miscellaneous 
Total number of patients 


* Oxyphencyclimine alone —clinically effective in 87% after a year's 
testing. 

t ENARAX (oxyphencyclimine plus atarax) —all successful cases in 
“excellent” category. 


A SENTRY FOR 
THE G.I, TRACT 


(oxyphencyclimine plus ATARAX @) 


ACID REDUCTION AFTER OXYPHENCYCLIMINE THERAPY 
Tests conducted in 9 representative ulcer patients after overnight fasts 
showed considerable reduction in both volume and acidity. 

Gastric aspiration Gastric aspiration after 


after overnight fast - overnight fast and 11 hours after 
without medication. 20 mg. oxyphencyclimine. 


Volume in mi. 


A.B. J.B. 


New York 17,N.Y. Overnight test 


Division, Chas. Pfizer & Co., Inc. 


Science for the World’s Well-Being Ref Gastroenterol., in press. 2. Leming, 


1. A. 
B. H., Jr.: Clin. Med. 6:423 Oitareh) 1959. 3. MeHaréy. G., et al.: Popes pre- 
sented at uate Course in 


Calif., January 1058.2. Strub, I. H.. 
and Carballo, A.: To be published. 5. Data in Roerig Medical Department files. 
6. Steigmann, F.: To be published. 7. Schuller, E.: Gas. des HOpitaux 10:391 
(Apr. 10) 1957. 8. Farah, L.: Internat. Rec. Med. 169:379 (June) 1956. 
grees of Pharmacy and November 3-9, 1957, 
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in oral penicillin therapy 


Penicillin, still the most frequently prescribed antibiotic, assumes unsurpassed reliability in the 
form of PEN+-VEE K. Tablet or Liquid PEN*-VEE K may be prescribed for all infections respon- 
sive to oral penicillin . . . including many usually treated with parenteral penicillin. 


The speed of action and reliability of oral potassium penicillin V have been dramatically demon- 
strated by recent studies! in which 107 subjects were each given 400,000 units of the antibiotic. 
Appreciable penicillin levels were consistently produced within 15 minutes; peak levels within 
one-half hour. Penicillin levels still persisted in all subjects at two hours, and in 93 per cent of 
subjects at four hours. 


1. Peck, F.B., Jr., and Griffith, R.S.: Antibiotics Ni VE 
Annual 1957-1958, Medical Encyclopedia, Inc., p. ® 
1004. 2. Wright, W.W., and Welch, H.: Antibiotic cay et Philadelphia 1, Pa. 
Med. 5:139 (Feb.) 1958. Liquid: Penicillin V Potassium for Oral Solution; 


Tablets: Penicillin V Potassium, Wyeth 


SUPPLIED: Liquid: raspberry-flavored, 125 mg. (200,000 units) per 5-cc. teaspoonful; peach-flavored, 250 mg. 
(400,000 units) per 5-cc. teaspoonful. Both supplied as vials of powder to make 40 cc. Tablets: 125 mg. (200,000 units) 
and 250 mg. (400,000 units) in vials of 36. 
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Vol. 170, No. 6 
(Continued from page 232) 


The 
Medical 


900 North Michigan Avenue 


ANESTHESIOLOGY: (B71) Dir dept new 170-bed h 
cost 442 million; fee-for service should net $15- $20. - 


000 Ist yr; re town 100,000; Rocky Mt State. 
DERMATOLOGY: ( 60) Head dept 20-man clinic estab 
univ 
FOREIGN: ea; Se Senior officer to serve as assoc dir; 


internist, path or indus man; E Indies; 2 yr contract. 
GENERAL PRACTICE: (F63) GP with some surg trng; 
6-man tints own hosp; town 12,000, trade area 40,- 
000; ,000; Texas. (F64) To take over 2 practices, 
17 miles apart; (F65) 


Ass'n 
partner 3rd 


gross in 6 figures ; 


3 yr contract. 
man town 100,000; 2 colleges; 


lo 
INDUSTRIAL: (C25) Ass’t med dir; well 
med dept; excel future; 12,000 employees; 
res town; Mich: $12-$15,000. 


INSURANCE: (K57) Young GP or Internist; join staff 
i co; hdgrtrs Ige eastern city. 
INT EDICINE: 7-man group, %So Calif; 


assoo 00 
OBSTETRICS-GYNECOLOGY: (385) Head dept 14-man 
clinic; dept does 90-95% of all gynecology; nr med 
school city NY. (J86) Ass'n 2- men ob-gyn dept; 21- 
man group; univ t resort city, 
OALR: Well young & o 


surg; cert 


w 3 
Partns er; Cali 
PATHOLOG (L36) To dir dept fully approved 600-bed 
tehg = % resulting in excel sal; SW 
M47) Ass'n 17-man group; town 75,000 
hgo; full assoc after 2 yrs. 


iss’n 15-man group; min $1000 


P a *N: (P51) Ass’n 2 Bd men limiting practice to 
P&N; city 300,000 Midwest; facilities 2 med schools; 
partner oppor. 

SURGERY: (U66) Gen surg; Bd or elig: ass’n 3-man 


dept 17-man serving major indus co; own 
180-bed hosp; JCAH; MW. 


Please send for our Analysis Form. 


Burneice Largon oiecton 


THE VETERANS ADMINISTRATION HOSPITAL, 
Downey, Illinois and the Veterans Administration Re- 
search Hospital, Chicago, in collaboration with North- 
western University, announces a reorganized, _inte- 
grated post- graduate training program in_ psychiatry 
approved for Board Certification; the facilities of eight 
participating hospitals and the departments, laborato- 
ries and clinics of the medical school will be fully util- 
ized for comprehensive courses in the neurologic sci- 
ences, basic and clinical psychiatry and psychoanalysis ; 
progressive institutional and out-patient experience with 
supervision in the diagnosis and therapy of all forms of 
behavior disorders in children, adolescents and adults 
makes the three years rewarding ; 


scientifically stimulating university environment, 
couragement in personal training, sub- 
specialization ray individual research, and rich oppor- 
tunities for professional and academic advancement; 
salary range $3,250 to $9,890. For application forms 
or further information, apply to: Dr. pean Boshes, 
Chairman, Department of Neurology and [sychiatry, 
The Medical School, Northwestern 303 
East Chicago Avenue, Chicago 11, Llin Cc 


GENERAL PRACTICE DEPARTMENT OF FIFTY 
man group seeking family practitioners for outpatient 
and hospital care; own hospital; complete clinic staff 
includes technician, nurses, administration; essential- 
ly all sub-specialties represented on staff with close 
cooperation ; compensation negotiated depending on 
training and experience; rotate night and week-end 
duties; annual salary increments, group insurance, re- 
tirement fund; four weeks paid vacation; postgraduate 
studies and meetings, medical and hospital coverage ; 
the same group has openings for additional personnel 
in the following departments: pediatrics, dermatology, 
orthopedics and radiology. Box 8215 C, 


PROGRESSIVE STATE MENTAL HOSPITAL IN VIR- 
ginia has openings for physicians at all levels; appli- 
cants must have Virginia license or be eligible to take 
the Boards in Virginia; salary ranges are as follows; 

rian, $8,400 per year to $9,168; staff physi- 

cian $1 per year to $11, 472 per year; Chief of serv 
ice, $10, 992 per year to $12,528 per year; this 4600 bed 
hospital is currently undergoing a building and remod 
eling program; opportunities for research; we expect to 
affiliate with the nearby medical school in the near fu- 

Write to: Dr. J. Kenworthy Ogden, Superintendent, 

Hox 271, Petersburg, Virginia; send full resume with 

first letter. c 


WANTED—PSYCHIATRISTS; FULL TIME, FOR VET- 
erans Administration Regional Office Outpatient clinic, 
Milwaukee, Wisconsin; position available for psychother- 
apist in progressive mental hygiene clinic program, affil- 
iated with Marquette University Medical School; position 
available for psychiatrist to conduct neuropsychiatric 
examinations; starting salary $9,890 to $12,770, depend- 
ing upon qualifications, plus 15% additional if Board 
Certified; citizenship required; usual work week, 40 
hours; paid vacations and holidays. Write: Manager, 
Veterans Administration Regional — 342 North 
Water Street Milwaukee 2, Wiscons’ Cc 


INTERNIST — FOR STAFF OF GROUP PRACTICE 
clinic; service membership of over 20,000 in Washington, 
D. C.; department heads and many other staff members 
have American boards; prefer man with 2 years General 
internship and graduate of grade A medical school; an- 
nual salary (open); one month vacation; sick leave; 
comprehensive retirement plan; write to: Group Health 
Association, we 1025 Vermont Avenue N. W., Wash- 
ington 5, Cc 
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Comfort for Your Varicose Patients 


Kendrick designed elastic stockings help your patients to a more 
active and comfortable life by offering proper support for 
varicose veins or other leg disorders. 


There is a Kendrick stocking designed to provide the correct 
support for the mildest to the most severe cases. Kendrick elastic 
stockings are available in one and two-way stretch models, in 
sheer nylon and sturdy cotton, in varying degrees of compression 
from extra light to heavy, in proportioned lengths to the groin. 


LIVE RUBBER is essential to provide the resilience and com- 
pression necessary for adequate vein support at all times . . . all 


Kendrick stockings are made with LIVE RUBBER. 


Your local Kendrick Surgical Supply Dealer is trained in meas- 
uring and fitting supports to your recommendations. 


Prescribe KENDRICK — over 100 years experience in manu- 
facturing Elastic Stockings and Elastic Supports for all parts of 


the body. 


JAMES R. KENDRICK COMPANY, 


Philadelphia 44, Pa. 


INC. 
New York 16, N. Y. 


Kendrick 


N CE 


WANTED IMMEDIATELY — GENERALIST INTER- 
ested principally in pediatrics and obstetrics in New 
ILampshire coastal ciiy to take over office of physician 
who is leaving for residency July 1 in obstetrics-gyne- 
cology; three fully equipped consultation and examin- 
ation rooms including refrigerator and air conditioner, 
ete., plus waiting room with separated nurse-secretary 
area; charts complete on desirable patients; hospital 
within 2 blocks; immediate staff appointment available 
excellent consultants in all departments and cooperat- 
ive general staff. Box 8218 C, % AMA. 


VHYSICIANS WANTED—FOR CHICAGO AND SUR- 
rounding suburbs plus opportunities in all parts of the 
United States; many full and part time positions avail- 
able in all specialties in industry, institutions, private 
associations and groups, Miss KE. Ronni, our director of 
National placement, will be pleased to assist vou in se 
curing the position you want in the area you desire; 
for Chicago area call or write Mrs. N. Garland, Di 
reetor, Garland Medical Placement 25 East Washington 
Street, Chicago 2, Illinois. ANdover 3-0145, All Inquir 
ies are confidential. c 


WANTED — TWO GENERAL PRACTITIONERS; ONE 
pediatrician; one obstetrician-gynecologist; also one 
anesthetist with or without desire to devote 50 percent of 
time to general practice to Join medical group of ten 
doctors in rural western New York community near 
Niagara Falls; offices in 135 5 hed modern, fully equipped 
hospital, Bs services avi ailable; good salary and fringe 


benefits. Call or write: Dr. Piazza, Ransomville 
General Hospital, Ransomville, New York, phone, Syca- 
more 1-4211. Cc 


COLLEGE PHYSICIAN—$11,300, ONE MONTIUS VA 
cation; nine to five clinic hours, six thousand students ; 
two other physicians share call every third week; pa 
tlents also followed definitively in hospital; small town, 
culturally orientated to college activities; Washington 
has reciprocity with Alaska, Arizona, Arkansas, Col 
orado, Minnesota, Nevada, Oregon, South Dakota, 
Texas and Wisconsin; inquire before July 31, 1950 
Harry KB. Zion, MD, Director, Washington State Col 
lege, Pullman, Washington. Cc 


VETERANS ADMINISTRATION 

Springs, South Dakota; needs physicians; qualified in 
surgery, primary interest urology, and qual 
general medicine with primary interest geriat 
serve on staff of 255 bed GM&S hospital; citi 
zenship and licensure mandatory; Hot Springs located 
in heart of Black Hills, vacationland for fishing, hunt 
ing, boating, other outdoor sports. Write Manager for 
further particulars. Cc 


CENTER, HoT 


WANTED—ONE OR TWO ADDITIONAL PSYCHIA- 
trists, ward physicians, for large county psychiatric 
hospital with qualified staff in southeastern medical 
center, university city; previous psychiatric training de- 
sirable, not mandatory; duties clinical, with some teach- 
ing; salary $6000 to it, 400 according ba qualifications. 
with complete maint sick leave, pet 

(pereases. retirement benefits, Write: Box 7992 C, 


(Continued on next page) 
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Skin graft donor site after 2 weeks’ treatment with... 


petrolatum gauze-still FURACIN gauze— 
largely granulation tissue completely epithelialized 


OBJECTIVE EVIDENCE OF 
EXCELLENT WOUND HEALING 


was obtained in a quantitative study of 50 donor sites, 

each dressed half with FURACIN gauze, half with petrolatum 

gauze. Use of antibacterial FuRACIN Soluble Dressing, 

with its water-soluble base, resulted in rapid and 

complete epithelialization. No tissue maceration occurred 

in FURACIN-treated areas; no sensitization was reported. 
Jeffords, J. V., and Hagerty, R. F.: Ann. Surg. 145 :169, 1957 


FURACIN®. . . brand of nitrofurazone 
a broad-range bactericide that is gentle to tissues 


spread FurAcIN Soluble Dressing: FURACIN 0.2% in water- 
soluble ointment-like base of polyethylene glycols. 


sprinkle FuRACIN Soluble Powder: FuRACIN 0.2% in powder 
base of water-soluble polyethylene glycols. Shaker-top vial. 


epray FuRAcIN Solution: FuRACIN 0.2% in liquid vehicle of 
polyethylene glycols 65%, wetting agent 0.3% and water. 
EATON LABORATORIES, NORWICH, N.Y. 


Nitrofurans—a NEw class of antimicrobials— 7 
neither antibiotics nor sulfonamides ms 


OTOLARYNGOLOGIST QUALIFIED IN ENDOSCOPY— 


(Continued from preceding page 
page) join established eastern Ohio group of young 
XIAN -ANTED — NE cialists and general practitioners; enthusiastic, academ- 
hospital+ near Chicago; salary range $6,505 to $13,970, Start with no investment; paid annual vacation and 
depending upon qualifications, plus 15% additional if study period; liberal salary depending se ee 


board Certified, not to exceed $16,000; approved three 
year psychiatric residency in collaboration with North- 


western University; citizenship required. Write: Man- > 7 
ager, Veterans Administration Hospital, Downey, near | WANTED—PSYCHIATRIST; DIRECTOR OF COMMU- 
Cc nity mental health clinic; diplomate or Board Eligible, 


and | training; retirement program. Bo 


Waukegan, Illinois. 
os mo licensed in New York State; experienced, well train 
RADIOLOGY FELLOWSHIP AVAILABLE IMMEDI- full time psychiatric social worker; one half-time psy- 
chiatric social worker, and psychologist on the staff; 


ately through July Ist for one, two and three year 
training periods; new teaching hospital, near the United five full days per week; salary open; needed imme- 
Nations; training in diagnosis, therapy, isotopes and diately. Give full qualifications to: Box 573, Olean, 
radium; stipend $1,920 per annum with full mainte- New York. c 
nance. Apply; Milton Birnkrant, MD, Director of Radi- 
ology, Beth David Hospital, 321 East 42nd Street, New WANTED—GENERAL PRACTITIONERS FOR DOMI- 
York 17, New York. Cc ciliary clinic providing medical care for 1,800 people; 
the clinic is equivalent to out-patient department of 
GENERAL PRACTITIONER—GREAT OPPORTUNITY; other hospitals; salary $9,890 to $12,770, depending on 
Hancock, Maryland and Berkeley Springs, West Vir- qualifications; 15% additional paid for Boards. Write: 
100 miles Charles C. Thomas, MD, Director, Professional Serv- 


ginia; 35 miles north of Winchester, Virginia; ( 
west of Washington and Baltimore; 150 miles east of ices, Veterans Administration Center, Dayton, Ohio, C 
Pittsburgh; 17,000 population in area; modern hospital; 

housing, office space and financial help available; in- WANTED — INTERNIST; BOARD CERTIFIED OR 


come well exceeds average. Herbert Dux, President, Hos- Eligible to join established group in southwestern 

pital, Berkeley Springs, West Virginia. Cc Pennsylvania; present staff of 45 Board specialists, 

located in modern well equipped clinic; yearly stipend 

OPENING FOR BOARD ELIGIBLE OTOLARY NGOLO- of $16,000-$25,000 depending on qualification; annual 

gist in large eastern group; iw spoertmnity in vacation and study periods. Write: Box 8214 C, % 
two man department. Box & AM: AMA 


J.A.M.A., June 6, 1959 


489 Fifth A venue (Opposite Public Library) 
in Selection Since 1926 


OTOLARYNGOLOGIST WANTED—IF YOU ARE AN 
ear, nose and throat specialist, don’t fail to write for 
particulars regarding the position which is now open for 
an otolaryngologist; this position offers the right man a 
chance to work in a busy office; excellent location: top 
notch salary; yearly advancement an and early partnership. 
Reply at once to: Box 7993 C, MA. 


20 SPECIALISTS, INCLUDING SIX INTERNISTS, 
Board Certified or Eligible, interested in equally quali- 
fied internist; full partnership three years; income based 
on work done; no upper limits; guaranteed minimum 
$12,000; new clinic building: unusually fine hospital 
facilities; Rockford Clinic, Rockford, Illinois; popula- 

tion over 100,000. Box 8117 C, % AMA. 


$10,980: five day week; civil eryten, pension, paid va- 
cation and sick leave benefits, E. R. Krumbiegel, 
Milwaukee Health Department, City Hall, Milwaukee 2 
Wisconsin. 


CHILD PSYCHIATRY — TWO YEAR FELLOWSHIPS 
available to candidates who have completed two years 
of approved psychiatric residency; AAPCC approved 
training clinic, psychoanalytically oriented. For further 
information write: Hector Jaso, MD, Director, Provi- 
dence Child Guidance Clinic, 333 Grotto Avenue, Prov- 
idence, Rhode Island. Cc 


FAMILY PHYSICIANS — IMMEDIATE OPENINGS 
with medical group, southwestern Pennsylvania; excel- 
lent educational opportunities; paid annual vacation 
and study period; net starting income $12,000-$17,000 
depending on training and experience: no investment 
required, Write: Box 8213 C, % AM. 


wearer — CHIEF; UROLOGY SECTION FOR 222 
bed general medical salary 
range 56, 505 to $13,970 
lus 15% additional if Board Certified. not to exceed 
16,000; liberal fringe benefits. Write: Manager, Vet- 
erans Administration Hospital, Marlin, Texas. c 


WANTED — INTERNISTS: BOARD CERTIFIED OR 
Board eligible if well qualified; also vacancy in pul- 
monary tuberculosis; must be United States citizen; 
foreign graduates eligible if on approved list. Write: 
Manager, Veterans Administration Soneernnten: Center, 
Wadsworth (Leavenworth), Kansas. 


HOUSE PHYSICIANS—NEEDED JULY IST; 230 BED 
general hospital: serving suburban and industrial com- 
munities in Pittsburgh metropolitan ~_ must have 
Pennsylvania license; salary $650 per month; apartment 
le. — Administrator. gewickley Valley 
pita P 


WANTED—GENERAL PRACTITIONER; EXCELLENT 
opportunity if qualified for Indiana license, also one 
primarily interested in obstetrics and pediatries; in 
association with a group of 5 MD’s doing a private 
and industrial practice; 25 miles south of Chicago 
Loop in the State of Indiana, Box 7459 C, % AMA. 


WANTED—HOUSE PHYSICIAN IN SMALL CHESTER 
county community close to Philadelphia; salary $500 per 
month; with social security benefits ts and one iy tom nd 
cation; must be licensed in Pennsylvania; a apoly 
Helen V. Barton, Administrator Coatesville Lisepital 
300 Strode Ave., Coatesville, Penn. ¢c 


WANTED—PSYCHIATRISTS; BOARD ELIGIBLE OR 
Certified; under 50 years of age; Deans Committee hos- 
pital 28 miles from Kansas City by turnpike; cost of 
living in area comparably less than elsewhere, Write 
Director Professional Services, Veterans Aaministration 
Consolidated Center, Wadsworth. Kansas Cc 


PHYSICIANS WANTED — BOARD CERTIFIED OR 
Board Qualified internists; active 1200 bed general hos- 
pital, university affiliated; salary depe os nt upon qual- 
ifications, liberal fringe benefits. Write: Manager, 

Veterans Administration Hospital, Pittsburgh 40, Penn- 

sylvania, Cc 


WANTED—ADDITIONAL ORTHOPEDIST UNDER 40; 
Certified or Board Eligible; expanding, well established 
clinic of 40 men in midwest university community of 
70,000; salary open; general orthopedic, traumatic, 
children, and amputee work; include professional data 
in first letter to: Box 7882 C, % AMA. 


CLINICAL INVESTIGATION 


Large Midwest Ethical Pharmaceu- 
tical Company has opportunity for 
physician in department of clinical 
investigation: Prefer man 30 to 
40 with some experience past in- 
ternship; training in nutrition and 
metabolism desirable though not 
necessary. 

Please send complete resume fo: 
Technical Employment Co-ordinator 
THE UPJOHN COMPANY 
Kalamazoo, Michigan 


(Continued on page 254) 
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broad-spectrum antibiotic there | 


oral suspension pediatric drop: 
Pioneers peach flavored, peach flavored 
spoontul(d ce.), per 
2 oz. battle ec. batth 
(with calibrated 
: per} 


EXCLUSIVELY 
SINCE 1899 


< 


EMERGENCY 


The Postnatal 
MEDICAL OXYGEN UNIT 
This unit is especially designed for direct- Human Cerebral 
flow emergency oxygen therapy. i Cortex, VOLUME VI 
UNIT: Utilizes a standard size cylin- || 

der containing 360 liters of oxygen. 


CYLINDER VALVE: Commercial type, 
equipped with pressure safety valve. 


THE CORTEX OF THE 
TWENTY-FOUR-MONTH INFANT 


By J. LEROY CONEL. The condition of the 
cerebral cortex at the age of 24 months, 
REGULATOR: The rate of oxygen flow & analyzed by the same criteria used by Dr. 
is regulated by a liter gauge—one to Conel in previous volumes on earlier ages. 
fifteen liters per minute Changes which have occurred in the cortex 

: since the age of fifteen months (described 

in Vol. V) are described for each architec- 


By taking advantage of our 
ecial Introductory Offer, 


Carrying case tonic area. Also presents a new theory | substantial savings can be 
is of sturdy regarding the function of the neuron and made in organizing the record 
pe a res of the cerebro-spinal fluid. 201 illus, $12.50 keeping procedures of your 


practice on a sound and effi- 
cient basis. MAIL COUPON 
| TODAY! 


THE COLWELL COMPANY 
236 W. University Ave., Champaign, Ill. 


Operating in- & 

structions inside Catalytic Models 
cover of case. = in Epidemiology 
Write for 
literature 
and prices. 


By HUGO MUENCH, M.D., Dr.P.H. A 
new, systematic method of measuring in- 
fective forces. Dr. Muench provides mathe- 
matical models (basically catalytic) which 
describe the results of population exposure 
to infection (past and present) and which 
allow the researcher to measure exposure 
by simple means from survey data. $4.50 


Please send me information on Daily 
Log Introductory Offer for physicians 
starting in practice plus FREE Record 
Supplies Catalog Kirt. 


Through your bookseller, or from 


HARVARD 
University Press 
79 Garden Street 
Cambridge 38, Mass. 


MONTBELL PRODUCTS CORP. 


7435 N. Western Avenue 
Chicago 45, Illinois 
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RADIOLOGIST— BOARD CERTIFIED OR ELIGIBLE 


tiation. Write to: Administrator, Zion Community ~ 


ASSISTANT PHYSICIAN FOR MODERN 75 BED TU- 
berculosis and chest disease hospital; experience in chest 
disease desirable; pion have California license and sup- 
ply references; salary $1,200 ponth no maintenance. 


California, 


GENERAL PRACTITIONER — UNDER 35; RAPIDLY 
growing area; fully equipped office, salary first year, 
opportunity to become member of five member associa- 
tion after one year. Contact: Harry J. Tamplain, Execu- 
tive Manager College Center Medical Group, 5950 
El Cajon Boulevard, San Diego 15, California. Cc 


PHYSICIAN WANTED—GENERALIST; LOCATE IN 
small town; will turn over large obstetric practice to 
qualified doctor; nothing for sale; doctor desires semi- 
retirement; 20 minutes to open staff hospital. Dr. Kirk- 
sey, Mulberry, Arkansas. c 


athlete’s foot 


Athlete’s Foot — one of the most 
prevalent and troublesome fungus 
infections today — is estimated to affect 
90% of the population at one time or 
another. Desenex, containing the 
unsaturated fatty acid,.undecylenic acid, 
has proved to be one of the most potent 
antimycotic agents known for effective 
treatment of superficial fungus infections. 
Night and Day Treatment 

At Night — Desenex Ointment 
(zincundecate) — 1 oz. tubes. 

During the Day — Desenex Powder 
(zincundecate) — 114 oz. container. 

Also ~ Desenex Solution (undecylenic 

acid) —2 fl. oz. bottles. 

In Otomycosis ~ Desenex Solution 

or Ointment. 


Write for samples 


MALTBIE LABORATORIES DIVISION 
Wallace & Tiernan Inc. ¢ Belleville 9, N.J. 


(Continued from page 252) | 


OBSTETRIC IAN- GYNECOLOGIST — BOARD ELIGI- 
ble; group 5 young men combined General practitioner 
and specialists; southern California coastal city near 
ocean, mountains and Los Angeles; 4 new open staff 
hospitals; association 18 months prior to partnership; 

AMA 


remuneration % of salary plus %. Box 8178 C, % AMA. 


head department of radiology; new 54 bed general 
diagnostic and therapeutic reantes enology; sit- 
uated 45 miles north of Chicago; salary subject to nego- 


pital, Shiloh Parkway, Zion, Hlinois, 


Write: Walter H. Buel, MD, P. 0. Box 469, Redding, 
Cc 


Desenex: 


FOR ATHLETE’S FOOT 


fast relief from itching 
prompt antimycotic action 
continuing prophylaxis 


A BOARD ELIGIBLE INTERNIST IS BEING SOUGHT 


by a growing five man group; no other internist now 

affiliated; central Nebraska location with excellent, 

large drawing area; new building; very good salary to 

start; attractive early partnership. Box 8217 C, % 


WANTED — GENERAL PRACTITIONER AS ASSO- 


ciate in one man clinic in small central Illinois sity: 
residency in obstetrics or medicine and 
would be helpful; license; $100 to 
1,200 a month to ar on q 
x 8246 C, % AMA 


INTERNIST WANTED—YOUNG MAN; BOARD ELIGI- 


ble; who has recently finished training; favorable be- 
ginning salary; opportunity early partnership; growing 
seven man clinic. Contact: Business Manager, Yellow 
Springs Clinic, Yellow Springs, Ohio. Cc 


PHYSICIAN WANTED — PATHOLOGIST; BOARD 


Certified or eligible; small very active hospital; un- 
oes contract open; immediate availability. Ante- 


Jope Vailey Hospital, Lancaster, California, 1600 a | | 


Avenue 


PSYCHIATRIST WANTED—MINIMUM 3 YEARS AP- 


proved residency; to associate with Board psychiatrist 
in central Pennsylvania; practice includes private psy- 


chiatric hospital and out-patients; attractive salary | 
| 


guaranteed. Box 8073 C, % AM 


GENERALIST WANTED TO AUGMENT PRESENT DE- 
partment of family practice in 11 man ewe group; 


early partnership. Write: Box 8054 C, % 


J.A.M.A., June 6, 1959 


SPECIALISTS WANTED 
(BOARD CERTIFIED OR ELIGIBLE) 

For company operated hespital clinic in Saudi Arabia. 
OPHTHALMOLOGIST © PATHOLOGIST 
OTOLARYNGOLOGIST 
PEDIATRICIAN RADIOLOGIST 
Salaries in range of $19,000, depending on os- 
signment, with definite opportunity to retain ct- 
tractive percentage of gross. Liberal benefit pro- 
grom; modern family housing; plus educational 
and recreational facilities available. Write out- 
lining personal and professional history to: 

Recruiting Supervisor, Box 404 


ARABIAN AMERICAN OIL CO. 
505 Park Ave., New York 22, N. Y. 


PATHOLOGIST — BOARD CERTIFIED; EXCELLENT 
salary; 300 bed eo most modern well staffed lab- 
oratory. Contact: W. Brown, Administrator, 
Hospital, 5700 Ashland, Chicago 

Hlinois. 


GROUP IN PACIFIC HAS OPENING 
for peerereens starting salary for Certified man, 
about $13, partnership within two years; For fur- 
ther intermation, contact: Dr. Peter L. Hurst, Perma- 

nente Clinic, 2606 N. E. Broadway, Portland, Oregon. C 


INTERNIST—OPENING JULY, 1959; BOARD CERTIFI- 
cation not required; active GM&s hospital ; salary range 
$9,860 to $16,000, de pending on qualifications; excellent 
fringe benefits, Apply: Manager, Veterans Administra- 
tion Hospital, ‘Poplar Bluff, Missouri. Cc 


INTERNIST — UNIVERSITY TRAINED; CERTIFIED; 
preferable academic affiliation; mature and experienced : 
to head division; midwest group of 17 Certified mem- 
bers in various specialties ; Pred open. Send full par- 
ticulars to: Box 8182 C, % AMA. 


OPHTHALMOLOGIST—BOARD ELIGIBLE OR CERTI- 
fied to associate in large group with hospital; research 
and teaching opportunities; fully equipped and very 
active surgery; salary; paid excellent insurance 
program. Apply to: Box 8181 C, % A 


GENERAL PRACTITIONER WANTED — FOUR MAN 
group desires an associate; have new air-conditioned 
with percentage first year; increasing 
second year; then partnership; two hours from Chi- 
cago; up to six weeks vacation. Box 8151 C, % AMA. 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 


sale reen dena, Cali- 
fornia, and 610 S. Broadway S$ Los Angeles 14 
California. é 


GENERAL — EAST CEN- 
tral Indiana; ec five take over 
practice now grossing forty- even greater 
potential; home office available if desired; Available 
June 1, 1959. Box 8085 C, % AMA. 

NTED — ENT MAN; ESTABLISHED GROUP IN 
“Board qualified or salary open; ex- 
fut with well trained men.’ Box 


FELLOWSHIP AVAILABLE JULY 1, 1959 IN RITEU- 
matic diseases; south; medical school; salary $4,000- 
$5,000; depending on training; opportunity for teaching 
and research. Box 8115 C, % AMA. 


EXCELLENT OPPORTUNITY FOR YOUNG MAN IN 
general practice of medicine in Colorado; salary first 
year of association; desirous of young married man. 
Reply to: Box 7768 C, % AMA, 

WANTED — TWO CERTIFIED OPHTHALMOLOGISTS 
to associate with large ophthalmological clinic in mid- 
west; salary with bonus to begin, and porpecstip asso- 

ciation after third year. Box 8179 C, % A 


GENERAL PRACTITIONER — TO JOIN FIVE MAN 
modern clinic in cottons town; reference requested — 
application; salary per month or 2/3 of 9g 
income. Watson Brookings. South Dakota. 


PEDIATRICIAN WANTED—EXPERIENCED, CERTI- 
fied pediatrician for well established ten man group; 
midwest; starting salary $1,500 per month ; partner- 
ship interest after first year. Box 8211 C, % AMA. 


state hospital for mentally retarded on 4,500 to 
$16,000; Board Eligible or Certifed. “Gal ipolis State 
institute, Gallipolis, Ohio. Cc 

ANESTHESIOLOGIST — FOR BROOKLYN AREA; 
Board must have New York 
state license; rtnership; first year income 

$15,000. Apply: 8223 % AMA 


WANTED—ORTHOPEDIC SURGEON; BOARD ELI- 
gible or Board Certified; midwest clinic; 18 men; area 
500, 000; associated with "Board men; salary vy even- 
tual partnership possible. Box 8231 C, % AMA 


ANESTHESIOLOGIST WANTED—BOARD ELIGIBLE 
or Certified; as associate in private practice in growing 
suburban Cleveland community; good "apd and early 
partnership. Reply: Box 8238 C, % AMA. 

ANESTHESIOLOGIST—525 BED HOSPITAL*+; EAST 
ern Pennsylvania; Pennsylvania license or eligibility 
required ; staff; $16,000 guarantee: 
first year. Box 8018 C, % AMA. 


MEDICAL PLACEMENT 


EMPHASIZING SOUTHERN 
OPPORTU TIES 


Ruby Roberts, Dir. ~ 
_ 15 Peachtree Place N.W. 
Atlanta 9, Georgia 


(Continued on page 261) 
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PATIENT EDUCATIONAL 
CHARTS FOR OFFICE USE 


PREMENSTRUAL MENSTRUAL POSTMENSTRUAL 


LINING IN THREE 
UTERUS STAGES 


FALLOPIAN 
TUBE 


FALLOMIAN 


/ VBE 
(womes) 


OVARY 


OVUM 
ESCAPING 


CERVIK 


MOUTH OF CERVIX | 


~Biduns. 
OL OUTER AND 4 
PAIR 
MOUTH OF UTERUS tL INNER LABIA ONE OF THE 


R- RECTUM CLCLITORIS 
A ANUS V- VAGINA 


Or LUBRICATING ay 
(4 


MA 


STANDING 
_ FEMALE PELVIC ORGANS FEMALE REPRODUCTIVE ORGANS 


New York, NY Educational Department Tampax Incorporated New York. NY 


charts in color (prepared by R. L. ’ Medical Director 
Department AMA-669 
Tampax Incorporated 
pelvic anatomy.and reproductive Palmer. Mass. 


Dickinson) will help you to explain 


organs to female patients. Suitable 


for grease-pencil use and erasable. Please send me FREE your Patient Educational 
Charts of Female Pelvic and Reproductive Organs. 


* laminated plastic for permanence 


Name 


* always fresh-looking 


* 2charts 842” x 11’—back to back Address 


* diagrams in color 


TAMPAX 


City Zone State 
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A harassed executive, after a frustrating morning, 
went downstairs to the restaurant in his building 
for lunch and tried to quiet his nerves by getting 
thoroughly plastered. 

He wove his way back toward the jammed ele- 
vator and stepped in, facing the crowd. As the ele- 
vator started up, he gazed around at the passengers 
blear-eyed and cleared his throat. 

“You all know, of coursh,” he hiccuped, “why 
I have called thish meeting.” 

A little boy, after a spanking from his father for 
some misdemeanor, ran up to his room, packed a 
bag, and started out the door, But the thought of 
his grief-stricken mother halted him enough to 
leave a note. 

“Dear Mummy,” he wrote, “I am leaving here 
forever. If you want to know where to find me, 
I'll be at Wally’s Ice Cream Store.” 

We were just told about a class of 10-year-olds 
who had been instructed by their teacher to write 
a story on some category of cleanliness and health. 

One little fellow’s treatise, labeled “Care of 
Teeth,” listed the following rules: 

1. See your dentist often. 

2. Brush your teeth every morning and every 
night. 

3. Watch out for shovers at the drinking foun- 
tain. 

e 

The father of a teen-aged girl, never able to reach 
his home on the telephone, finally had a second 
one installed just for his daughter. 

He came home that evening to find the young 
lady with her feet propped on his desk, chatting 
away on his phone as usual. 

“Hey,” he demanded, “What's the idea of still 
using my telephone!” 

“For heaven's sake, Dad,” snapped the girl, 
“somebody may be trying to get me on mine!” 

“Hunting is getting pretty dangerous around 
these parts,” said the man looking up from his 
paper. “Here’s a fellow who was shot for a moose 
by mistake.” 

“Well,” reasoned his wife, “anybody who can be 
mistaken for a moose is better off dead!” 


A big burly character descended from a stopping 
bus, waited for the puny little fellow behind him 
to get off, then stuck his foot out and tripped him. 

The victim got up from the sidewalk, brushed 
himself off and glared at the bully. 

“Did you,” he demanded drawing himself up to 
his full five-foot-two, “do that on purpose or were 
you trying to be funny?” 

The chesty one smiled nastily. “Why you little 
shrimp, I did it strictly on purpose.” 

“Well, O. K.,” was the relieved reply, “because 
I don't like that kind of a joke.” 

e 

They were just leaving the restaurant when the 
man overheard his wife being insulted by a big 
bruiser just entering. 

“Well, don’t just stand there, Alice,” he said in- 
dignantly. “Hit him!” 


J.A.M.A., June 6, 1959 


by E. K. H. 


FucwackK) 
“Watch Harold’s face when I tell him I want 
pickles and ice cream.” 
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Husbands, too, like “Premarin®’ 


yen physician who puts a woman 
on “Premarin” when she is suf- 
fering in the menopause usually 
makes her pleasant to live with once 
again. It is no easy thing for a man 
to take the stings and barbs of 
business life, then to come home 
to the turmoil of a woman “going 
through the change of life.” If she 


is not on “Premarin,” that is. 

But have her begin estrogen re- 
placement therapy with “Premarin” 
and it makes all the difference in 
the world. She experiences relief 
of physical distress and also that 
very real thing called a “sense of 
well-being” returns. She is a happy 
woman again — something for which 


husbands are grateful. 

“Premarin,” conjugated estrogens 
(equine), a complete natural estro- 
gen complex, is available as tablets 
and liquid, and also in combination 
with meprobamate or methyltesto- 
sterone. 


Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 
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Ny, 
jowever, reason to argue that, despite observation Of 
and tia is can lead to pyelonephritis, 
| 


catheterization 
can 
often be replaced by 


Urecholine 


Chloride 
(Bethanevhol Chloride) 


Without subjecting the patient to the discomfort and risk of infection inherent 
in catheterization, ‘Urecholine’ rapidly facilitates micturition by inducing mus- 
cular contractions of the bladder. 


Therapeutically, ‘Urecholine’ is widely used in urinary retention secondary to: 
surgery or childbirth, chronic urinary infections due to atony without obstruc- 
tion, and neurogenic bladder. Prophylactically, giving ‘Urecholine’ soon after 
surgery or childbirth often prevents the development of urinary retention. 


= capacity 
250 ec 


Recording of normal intracystic pressure. When physiological ‘Urecholine’ has a powerful action on the bladder, as seen 
capacity of bladder is reached, contraction occurs and desire in this recording of intracystic pressure taken ten minutes 
to urinate is felt. When the desire is suppressed, as in this after 5 mg. ‘Urecholine’ was given subcutaneously. Note that 
case, the bladder relaxes but is followed by a stronger con- the bladder contractions are stronger than in .thelcontrol 
traction and a sense of urgency.* tracing.* 


Other indications: Prophylaxis and therapy of postoperative and postpartum abdominal distention; gastric 
atony and retention following vagotomy and other surgical procedures; megacolon; to counteract such side 
effects of ganglionic blocking drugs as paralytic ileus and urinary retention. 


Administration and dosage: Usual oral dosage is 10 to 30 mg. three or four times daily. Usual subcutaneous 
dosage is 5 mg. three or four times daily. 


Supplied: 5 mg. and 10 mg. tablets, bottles of 100. 1-cc. ampuls containing 5 mg. 
URECHOLINE is a trademark of Merck & Co., Inc. 


*Fillman, E. M.: Bladder action, J. Kansas M. Soc. 59:352, Aug. 1958 


WisyMERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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ANION are INTERLACED 


WHEN INFECTION INFLAMM 


Dermatoses and 
Otitis Externa.... 


NEO-CORT-DOME 


LOTION pPpH4.6 
Hydrocortisone—N eomycin—In Aluminum Acetate Vehicle 


Note: 
—s provides enhanced topical benefits 
in antiinflammatory, antipruritic, 


antiallergic and antibacterial action. 
Restores normal skin acidity. 


hairy areas 


and tissue i 

Supply: 42% or 1% Hydrocortisone with 5 mg. per gm. 
Neomycin Sulfate in ¥2 0z., 1 02., 2 02., 4 oz. squeeze 
bottles. (¥2 oz. size has special soft plastic tip for easy 
application of contents into external ear in otitis externa.) 


Samples and literature available on request. 


In chronic respiratory disease... 


“With simple exercise, aerosol therapy, and intermittent positive-pressure therapy, 
many of the diseases now classed as progressive may be slowed—many respiratory 
cripplés may be returned to a useful life.” —sadove, M.S. : J.A.M.A. 160:876 (March 10) 1956. 


UNION 
CARBIDE 


YOU CAN RELY ON OXYGEN U.S.P. BY 


Linpe Company, Division of Union Carbide Corporation, 
30 East 42nd Street, New York 17, N.Y. 


“Linde” and “Union Carbide” are registered trade marks of UCC, 


J.A.M.A., June 6, 1959 


BOOKS RECEIVED 


Books received by Tue JouRNAL are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
Tue JouRNAL readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association. 


Physiotherapy in Obstetrics and Gynaecology 
(Including Education for Childbirth). By Helen 
Heardman, Revised by Maria Ebner, M.C.S.P., 
Principal of School and Department of Physio- 
therapy of United Leeds Hospitals, Leeds. With 
forewords by W. C. W. Nixon, M.D., F.R.C.S., 
F.R.C.O.G., Professor of Obstetrics, University of 
London, London, and Veronica Shand, S.R.N., 
S.C.M., M.T.D., Supervisor of Midwives, Lanca- 
shire County Council, England. Second edition. 
Cloth. $5. Pp. 244, with 97 illustrations. Williams 
& Wilkins Company, 428 E. Preston St., Baltimore 
2; E. & S. Livingstone, Ltd., 16 and 17 Teviot Pl., 
Edinburgh 1, Scotland, 1959. 


Textbook of Microbiology. By William Burrows, 
Ph.D., Professor of Microbiology, Department of 
Microbiology, University of Chicago, Chicago. 
With collaboration of Richard Janvier Porter, 
Ph.D., Professor of Parasitology, School of Public 
Health, University of Michigan, Ann Arbor, and 
James William Moulder, Ph.D., Professor of Micro- 
biology, Department of Microbiology, University 
of Chicago, Seventeenth edition. Cloth. $14. Pp. 
954, with 301 illustrations. W. B. Saunders Com- 
pany, 218 W. Washington Sq., Philadelphia 5; 
7 Grape St., Shaftesbury Ave., London, W. C. 2, 
England, 1959. 


Health Statistics from the U.S. National Health 
Survey: Persons Injured by Class of Accident, 
United States, July 1957-June 1958. Statistics on 
number of persons injured, class of accident, and 
days of disability due to injuries by age, sex, resi- 
dence, family income, and major activity. Based on 
data collected in household interviews. U.S. De- 
partment of Health, Education, and Welfare, 4 
Public Health Service, Division of Public Health 
Methods. Public Health Service publication no. 
584-B8. Paper. 40 cents. Pp. 62. Superintendent 
of Documents, Govern. Print. Off., Washington 25, 
D.C., 1959. 


The History and Philosophy of Knowledge of the 
Brain and Its Functions: An Anglo-American 
Symposium, London, July 15th-17th, 1957. Spon- 
sored by Wellcome Historical Medical Library with 
co-operation of National Hospital, Queen Square, 
and Institute of Psychiatry ( University of London) 
at Maudsley Hospital, Denmark Hill. [Edited by 
F. N. L. Poynter, Ph.D., F.L.A.] Cloth. $5.50. 
Pp. 272, with illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, Ltd., 
299 Queen St., W., Toronto 2B, Canada, 1958. 


Antibiotics Annual 1958-1959. Edited by Henry 
Welch, Ph.D., and Félix Marti-Ibdfiez, M.D. 
Proceedings of sixth annual symposium on anti- 
biotics, sponsored by Antibiotics & Chemotherapy, 
and Antibiotic Medicine & Clinical Therapy, Octo- 
ber 15, 16, and 17, 1958, Washington, D.C. 
Chairman: Henry Welch. Cloth. $12. Pp. 1107, 
with illustrations. Medical Encyclopedia, Inc., 
80 E. 60th St., New York 22; Interscience Pub- 
lishers, Inc., 250 Fifth Ave., New York 1; Inter- 
science Publishers, Ltd., 88-90 Chancery Lane, 
London, W. C. 2, England, 1959. 


The Central Nervous System and Human Be- 
havior. Translations from Russian medical litera- 
ture. Collected for participants of second Macy 
conference on central nervous system and human 
behavior, held under joint sponsorship of Josiah 
Macy, Jr. Foundation and National Science Foun- 
dation, Princeton, New Jersey, February 22-25, 
1959. U. S. Department of Health, Education, and 
Welfare, Public Health Service. Paper. Pp. 807, 
with illustrations. Prepared and distributed by 
Russian Scientific Translation Program, National 
Institutes of Health, Bethesda, Md., n.d. 


rn 


iiber die Innervation des Nebennierenmarks beim 
Hund: Veriinderungen der Organinnervation in 
Beziehung zum Alter, zu experimentellen Einwir- 
kungen auf den Organismus und zu Krankheiten. 
Von J. Botar. Acta anat., vol, 35, supp. 33—1. 
Paper. Pp. 88, with 32 illustrations. S. Karger, 
Amold Biécklinstrasse 25, Basel, Switzerland, 1958. 
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Medical—Surgical Nursing. By Kathleen Newton 
Shafer, R.N., M.A., Janet R. Sawyer, R.N., A.M., 
Instructor, School of Education, Department of 
Nurse Education, New York University, New York, 
Audrey M. McCluskey, R.N., M.A., Assistant Pro- 
fessor in Nursing, Cornell ‘University- -New York 
Hospital School of Nursing, New York, and Edna 
E. Lifgren, R.N., M.A., Assistant Professor in 
Nursing, Cornell University-New York Hospital 
School of Nursing. Cloth. $8.75. Pp. 989, with 130 
illustrations. C. V. Mosby Company, 3207 Wash- 
ington Blvd., St. Louis 3, 1958. 


Immunity and Resist: to Infection in Early 
Infancy: mee of the Twenty-ninth Ross Pedi- 
atric R [Symposium held under 
auspices of thenamonee of Pediatrics of South- 
western Medical School of University of Texas, at 
Dallas, Texas, March 18-14, 1958. Director, re- 
search conference program: William O. Robertson, 
M.D. Editor: Samuel J. Fomon, M.D. Associate 
editor: James E. Jeffries.] Paper. Pp. 95, with 11 
illustrations. Ross Laboratories, Columbus 16, 
Ohio, 1959. 


Tuberculosis and Other Communicable Diseases. 
Edited by J. Arthur Myers, M.D., Professor of In- 
ternal Medicine and Public Health, Medical, Public 
Health and Graduate Schools, University of Min- 
nesota, Minneapolis. With introduction by Irvine 
McQuarrie, A.B., Ph.D., M.D. Cloth. $14.50. Pp. 
499, with illustrations. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 
Blackwell Scientific Publications, Ltd., 24-25 Broad 
St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1959. 


Sigmund Freud: Collected Papers. [In Five 
Volumes.] Volumes 1, 2 and 4: Authorized trans- 
lation under supervision of Joan Riviere. Volume 3: 
Authorized translation by Alix and James Strachey. 
Volume 5: Edited by James Strachey. International 
Psycho-Analytical Library nos. 7, 8, 9, 10 and 37, 
edited by Ernest Jones, M.D, Published by arrange- 
ment with Hogarth Press Ltd., and Institute of 
Psycho-Analysis, London. Cloth. $25 the set. Pp. 
359; 404; 607; 508; 396. Basic Books, Inc., 59 
Fourth Ave., New York 3, 1959. 


Studies on Fertility: Including Papers Read at 
the Conference of the Society for the Study of Fer- 
tility, London, 1958. Being Volume X of the Pro- 
ceedings of the Society. Edited by R. G. Harrison, 
M.A., D.M., Derby Professor of Anatomy in Uni- 
versity of Liverpool, Liverpool. Cloth. $5.50. Pp. 
176, with illustrations. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 
Blackwell Scientific Publications, Ltd., 24-25 Broad 
St., Oxford, England; Ryerson Press, 299 Queen 

t., W., Toronto 2B, Canada, 1958. 

Intra Vascular Catheterizati Cc iled and 
edited by Henry A. Zimmerman, M.D., B. S., Chief 
of Cardiovascular Section, Division of Medicine, 
Director of Marie L. Coakley Cardiovascular Lab- 
oratory, St. Vincent Charity Hospital, Cleveland. 
Cloth. $16.75. Pp. 782, with illustrations. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, 
Ltd., 24-25 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., W., Toronto 2B, Canada, 
1959. 


Surgical Pathology. By Lauren V. Ackerman, 
M.D., Professor of Surgical Pathology and Path- 
ology, Washington University School of Medicine, 
St. Louis. In collaboration with Harvey R. Butcher, 
Jr., M.D., Associate Professor of Surgery, Wash- 
ington University School of Medicine. Second edi- 
tion. Cloth. $15. Pp. 1096, with 1114 illustrations. 
C. V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3; Henry Kimpton, 134 Great Portland 
St., London, W. 1, England, 1959. 


Die Krankheiten und Verletzungen des Dick- 
darms und Mastdarms (ohne bésartige Gesch- 
wiilste). Von Prof. Dr. med. Hans Wildegans, 
Chefarzt der Chirurgischen Abteilung des Krank- 
enhauses Bethanien-Berlin-West. Band 67, Neue 
deutsche Chirurgie. Begriindet von P. v. Bruns. 
Herausgegeben von Hermann Krauss. Cloth. 88 
marks. Pp. 355, with 60 illustrations. Ferdinand 
Enke Verlag, Hasenbergsteige 3, (14a) Stuttgart- 
W, West Germany, 1959. 


Long-Term ACTH and Corticosteroid Therapy 
in Bronchial Asthma: A Clinical Evaluation. By 
Hans Amoldsson. Acta allergol., vol. XII, supp. VI. 
Translated by Klas Magnus Lindskog. Paper. Pp. 
190, with 14 illustrations. Ejnar Munksgaard, 
Ngrregade 6, Copenhagen, K, Denmark, 1958. 
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AMES 
CLINIQUICK™ 


CLINICAL BRIEFS 
FOR MODERN PRACTICE 


for pre- and postoperative 
management of biliary 
tract disorders... 


with dilute, natural bile... 
¢ corrects excessive bile concentration 
¢ helps to thin gallbladder contents 


biliary dyskinesia 


reliable spasmolysis 
¢ improved liver function 


Bottles of 100 and 500. 


How can the problem of “‘postchole- 
cystectomy syndrome’ 
A “routine” operative cholangiogram is now recommended in addition to 


thorough surgical exploration, reducing the number of cholecystectomized 
patients later presenting the same symptoms as before the operation. 


Source: Vazquez, S.G.: J. Internat. Coll. Surgeons 28:394, 1957 


D E C H 0 L l N iasiiatie bile” 


Hydrocholeresis with DecHOLIN combats bile stasis by flushing the biliary tract 


* benefits patients with chronic cholecystitis, noncalculous cholangitis, and 


in punctionat DECHOLIN’ 
win BELLADONNA 


available: DecHoLin Tablets: (dehydrocholic acid, AMES) 3% gr. 
(250 mg.). Bottles of 100, 500 and 1,000; drums of 5,000, 

DECHOLIN with Belladonna Tablets: (dehydrocholic acid, AMES) 
3% gr. (250 mg.) and extract of belladonna % gr. (10 mg.). 


be reduced? 


AMES 


COMPANY, INC 
Indione 
Toronte Conode 


(Continued from page 254) 
WANTED—PEDIATRICIAN TO TAKE OVER WELL 


established South Carolina pediatric practice four 
months; possible purchase practice later; start July 1 
Box 8244 C, % AMA. 


IST WANTED—FOR CLEVELAND, 

ihio, area; to join as associate in growing community: 

coed be Board Qualified or Certified; salary open; early 
partnership. Reply: Box 8247 C, % AMA. 


ANESTHESIOLOGIST—BOARD ELIGIBLE OR CER- 
tified; association with Board Certified anesthesiologist; 
fee for service; city ug 100,000 in north central Texas. 
Box 8248 C, % AMA. 


WANTED—HOUSE PHYSICIAN FOR NEW 65 BED 
general hospital located in seashore area; good salary 
plus maintenance. Burdette Tomlin Memorial Hos- 
pital, Cape May Court House, New Jersey. Cc 


PHYSICIANS PLACEMENT SERVICE 
The A. M. A. offers placement assistance 
through the Physicians Placement Service, 
Council on Medical Service, 535 N. Dearborn, 
Chicago 10. This service is for the use of 
physicians seeking a location, as well as phy- 
sicians seeking an assistant or associate. 


PUBLIC HEALTH DIRECTOR — FULL TIME, FOR 
city-county health office; midwest college town; must be 
eligible for Kansas license. Box 8201 C, % fA, 


NEUROSURGEON NEEDS NEUROLOGIST FOR CITY 
serving 250,000 people with 1,000 hospital beds ; excel- 
lent research facilities available. Box 8026 C, % AMA. 


ELEVEN MAN MID IOWA GROUP NEEDS SECOND 
pediatrician ; Board qualified; early partnership, Write: 
Box 8057 C, % AMA. 


WANTED — FULL TIME INDUSTRIAL PHYSICIAN 
for transportation company i ogee salary and excellent 
working conditions. Box 8230 C, % AMA. 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 

the A. M. A. Consult Council's approved list 
for types of internships and residencies approved. 


PATHOLOGY RESIDENT—200 BED GENERAL, MED- 
ical school hospital*+; full four year approval; path- 
ologic anatomy and clinical pathology. Dr. L. N. Du- 
bin, Professor of Pathology, Woman's Medical Gonegs, 
Philadelphia 29, Pennsylvania. D 
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Victim of 
Overeating and 
‘““Oversitting”’ 


BIPHETAMIN 


A ‘'STRASIONIC’ RELEASE ANORETIC RESIN 


® 10-14 Hour Appetite Curb 
® 10-14 Hour Mild Invigoration 


® Predictable Weight Loss... 
a comfortable 1 to 3 Ibs. a week in 9 out of 10 cases 


In many instances both appetite limitation and miid 
invigoration (‘Biphetamine’) are required to effect the 
balance between caloric intake and energy output 


necessary for predictable weight reduction and con- 


trol. Since ‘Strasionic’ release is employed, the desired 
BALANCE therapeutic action is uniform, predictable and com- 
fortable. 

Biphetamine may be prescribed for the obese hyper- 
tensive, arthritic, diabetic, pregnant, menopausal, aged, 
or pre-operative patient. Use with care in patients 
hypersensitive to sympathomimetic compounds, in 


cases of coronary disease or severe hypertension. 


. ® Single Capsule Daily Dose 10 to 14 hours before retiring 


List No. 875 List No. 878 List No. 895 
BIPHETAMINE® BIPHETAMINE® BIPHETAMINE® 
‘20" Resin Resin Resin 
; Each black capsule contains: Each black and white capsule contains: Each white capsule contains: 
d-amphetamine ...... 10 mg. d-amphetamine ......6.25 mg. d-amphetamine ......3.75 mg. 
di-amphetamine ...... 10 mg. di-amphetamine .... ..6.25 mg. di-amphetamine ......3.75 mg. 
. as resin complexes as resin complexes as resin complexes 


Rx Only. Caution: Federal lew prohibits dispensing without prescription. 


Srrasensurcn Lasoraronies 


ROCHESTER, N.Y.,U.S.A. 
Originators of ‘Strasionic’ (sustained ionic) Release 
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Appetite Limitation Only 


A ‘STRASIONIC’ ANORETIC PHENYL RESIN 


10-14 Hour Appetite Curb 


Predictable Weight Loss... 


a comfortable .221 Ibs. per day in average case 


In many instances, appetite limitation only (‘lonamin’) 


Is required to effect the balance between caloric intake 
and energy output necessary for predictable weight 


y BALANCE reduction and control. Since ‘Strasionic’ release is 


employed, the desired therapeutic action is uniform, 


predictable and comfortable. 


lonamin may be prescribed for the obese arthritic, 


diabetic, pregnant, menopausal, aged, or pre-operative 


patient, and may be used with caution in hypertensive 


or cardiovascular disease. 


Single Capsule Daily Dose 10 to 14 hours before retiring 


(2) STRENGTHS 


Rx Only. 
Caution: Federal law prohibits 


List No. 904 List No. 903 dispensing without prescription. 
IONAMIN™ IONAMIN™ 
‘30’ 
Each yellow capsule contains: Each grey and yellow capsule contains: 
phenyl-tert.-butylamine .. 30 mg. phenyl-tert.-butylamine .. 15 mg. 
as a resin complex as a resin complex 


STRASENsURGH 
ROCHES' 


TER, 
Originators of ‘Strasionic’ (sustained ionic) Release 
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MYSTECLIN-V CONTAINS 
TETRACYCLINE PHOSPHATE 
COMPLEX FOR A DIRECT 
ATTACK ON 
THE PRIMARY 
INFECTION 


Mysteclin-V strikes 

directly at all tetracy- 

cline sensitive organisms — most pathogenic 
bacteria, certain rickettsias, certain large 
viruses, Endamoeba histolytica. It provides 
all established benefits of tetracycline in the 
new, effective phosphate complex form.! 
Patient response is rapid because the 
initial high peak blood serum levels may be 
maintained with ease at the antibacterial 
tte. attack level until the infection is conquered. 


BOTH ARE OFTEN NEEDED WHEN 


y 
ae 
= 
bes 

: Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) ra 
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MYSTECLIN-V 
CONTAINS 

-MYCGOSTATIN 
FOR A SPECIFIC DEFENSE 
AGAINST SECONDARY MON- 
ILIAL SUPERINFECTION 


Mysteclin-V protects patients against anti- 
biotic induced intestinal moniliasis and its 
complications, including 
vaginal and anogenital 
moniliasis, even poten- 
tially fatal systemic mon- 
iliasis. This action is pro- 
vided by Mycostatin, the 
antifungal antibiotic, with 
specific action against 
Candida (Monilia) albicans.” 


BACTERIAL INFECTION OCCURS 


Capsules (250 mg./250,000 u), bottles of 16 and 100. 
Half-strength Capsules (125 mg./ 125,000 u), bottles of 16 and 100. 
Suspension (125 mg./125,000 u per 5 cc.), 2 oz. bottles. 
Pediatric Drops (100 mg./ 100,000 u per cc.), 10 cc. dropper bottles. 


References: 1. Cronk, G. A.; Naumann, D. E., and Casson, K. : Antibiotics 
Annual 1957-1958, New York, Medical Encyclopedia Inc. 1958, p, 397 

2. Newcomer. V. O.; Wright, E. T., and Sternberg, T. H.: Antibiotics Annual 
1954-1955, New York, Medical Encyclopedia Inc., 1955, p. 686. 

tmvstecum®, AND ARE SQUIB® TRADEMARKS 


Squibb Quality—the Priceless Ingredient 
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CAMP PRENATAL SUPPORTS 


scientifically designed for 
effective support during pregnancy 


Camp prenatal abdominal supports aid 
the pregnant patient in three basic ways: 


1. By supporting the abdomen and 
aiding the abdominal musculature 
in retaining the developing uterus. 

2. By supporting the pelvic girdle and 
decreasing liability of strain on the 
sacroiliac joint. 

3. By supporting the spinal column, 
thus lessening weariness and back- 
ache. 

The support illustrated features the basic 
Camp principle of construction, a con- 


S.H. CAMP and COMPANY 


tinuous lacing running through buckles 
to provide fingertip control of the amouat 
of support required. During pregnancy, 
this definite support is of importance be- 
cause of the increased elasticity of the 
connecting tissues of the sacroiliac articu- 
lations. By helping immobilize this area, 
Camp supports provide comfort while 
giving excellent support to the back and 
abdomen. 

Camp-trained fitters are ready to give 
your prenatal patients immediate, expert 
service according to your specific pre- 
scription. 


Jackson, Michigan 


(Continued from page 261) 


PATHOLOGY RESIDENCIES AVAILABLE ONE 
first year and one second year position open to gradu- 
ates of approved medical schools; full 4 year approval 
in both CA and CP; 300 bed modern hospitale+ with 
active graduate training program; 2 full time Board 
pathologists; 2 Board consultants; biochemists; micro- 
biologist; topnotch progressive laboratory; 5,042 surgi 
cals and 165 autopsies in 1958; stipend $375 first year; 
$400 second year. Contact: Director of Laboratories, 
MelLaren General Hospital, Flint, Michigan Dd 


INTERNSHIPS—175 BED GENERAL HOSPITAL; EX 
cellent educational programs, seminars, clinies and 
conferences; all services; teaching staff, wonderful op- 

tunity; salary $100 per month, first three months; 
125 per month, second three months and $150 per 
month thereafter; two weeks vacation; hospital fully 
approved by Joint Commission on Acereditaton; full 
maintenance. Walther Memorial Hospital, Chieago 51, 
Illinois. Dd 


INTERNSHIPS—175 BED GENERAL HOSPITAL; EX 
cellent educational programs, seminars, clinics and 
conferences ; all services; teaching staff, wonderful op- 
portunity; salary $100 per month, first three months: 
$125 per month, second three months and $150 per 


month thereafter; two weeks vacation; hospital fully 


approved by Joint Commission on Accreditation; full 
maintenance. Walther Memorial Hospital, Chicago 51, 
Iinois D 


RADIOLOGY RESIDENCY AVAILABLE 705 BED 
xeneral hospital*+; midwest; complete resident train- 
ing for American Hoard of Radiology; large new de- 
partment including therapy and_ isotope divisions; 
complete teaching facilities; staffed with three Board 
Certified radiologists and six residents; 39,145 exami- 
nations, and 2,142 therapy patients treated last year; 
good private housing facilities available; stipends from 
$525 to $400 per month. Apply: Box 8258 D, % AM: 


THIRD YEAR MEDICAL RESIDENCY—FOR JULY 
Ist, 1959; 394 bed hospital*+; three year approved 
medical residency training program with organized 
curriculum and active out-patient clinics; two years of 
residency experience required; salary $2,100-per ennum 
with full maintenance. Apply: Medi¢al Superintendent, 

Lincoln Hospital, 320 Concord Avenue, Bronx 54, New 

D 


or 


WANTED—FIRST YEAR RESIDENT IN GENERAL 
surgery; program is approved for three years; 442 adult 
bed general hospital*+; surgical and tumor charity 
clinics; stipend $225 per month plus room and laun- 
dry; applicants must be graduates approved medical 
schools. Write to: Administrator, Saint Luke’s Hos- 
pital, 601 Kast 19th Avenue, Denver 3, Colorado. D 


WANTED—JULY 1, 1959; RESIDENT PHYSICIAN; 
railroad hospital, Indiana town of 15,000 population; 
good salary; applicants must qualify for Indiana li- 
cense. Apply: Box 8254 D, % AMA. 


(Continued on page 269) 
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The Differential Diagnosis of Abdominal Pain. 
Edited by Sherman M. Mellinkoff, M.D., Associate 
Professor of Medicine, University of California 
School of Medicine, Los Angeles. University of 
California medical extension series. Cloth. $9. 
Pp. 443, with 27 illustrations. Blakiston Division, 
McGraw-Hill Book Company, Inc., 330 W. 42nd 
St., New York 36; 95 Farringdon St., London, 
E. C. 4, England; 253 Spadina Rd., Toronto 4, 
Canada, 1959. 


The Psychiatric Aide: A Textbook of Patient 
Care. By Alice M. Robinson, R.N., M.S., Director 
of Nursing Education, Vermont State Hospital, 
Waterbury. Foreword by Walter E. Barton, M.D. 
Second edition. Cloth. $3.50. Pp. 200, with illus- 
trations by author. J. B. Lippincott Company, 
E. Washington Sq., Philadelphia 5; 4865 Western 
Ave., Montreal 6, Canada; Pitman Medical Pub- 
lishing Company, Ltd., 39 Parker St., London, 
W. C. 2, England, 1959. 


The Child With a Handicap: A Team Approach 
to His Care and Guidance. Edited by Edgar E. 
Martmer, M.D., Associate Clinical Professor of 
Pediatrics, Wayne State University, College of 
Medicine, Detroit. Cloth. $11. Pp. 409, with illus- 
trations. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell Sci- 
entific Publications Ltd., 24-25 Broad St., Oxford, 
England; Ryerson Press, 299 Queen St., W., 
Toronto 2B, Canada, 1959. 


The School Health Program: A Textbook for 
Teachers and for Other Professional Personnel in 
School Health. By Alma Nemir, M.D., Professor 
and Director, Division of Health Education, De- 
partment of Health, Physical Education, and Rec- 
reation, College of Medicine, University of Utah, 
Salt Lake City. Cloth. $6. Pp. 428, with 70 illustra- 
tions. W. B. Saunders Company, 218 W. Washing- 
ton Sq., Philadelphia 5; 7 Grape St., Shaftesbury 
Ave., London, W. C. 2, England, 1959. 


Pp toid Arthritis: Differential 
Diagnosis and Treatment. Karolinska sjukhuset, 
Stockholm, Sweden, April 14th-18th 1957. Edited 
by Nanna Svartz, Professor of Medicine, Director 
of King Gustaf V Research Institute, Stockholm, 
and Bérje Olhagen, Head of Department of Medi- 
cal Rheumatology, Karolinska sjukhuset, Stock- 
holm. Acta med. scandinav., voh 162, supp. 341. 
Paper. Pp. 262, with illustrations. Acta medica 
scandinavica, Stockholm 2, Sweden, 1958. 


Sy ium on Rhe 


Tillimpningen av lagen om sterilisering i Kin- 
land, 13.6.1935—30.6.1955, kastreringarna obeak- 
tade, av Medicinalstyrelsen behandlade fall. Av 
C. A. Borgstrim. [The Application of the Steriliza- 
tion Law in Finland, Not Including Castration, by 
Public Health Service. Thesis, M.D, Helsinki Uni- 
versity.] With English summary. Paper. 1080 
markkaa. Pp. 214, with illustrations. Ejnar Munks- 
gaard, N¢grregade 6, Copenhagen, K, Denmark; 
Akademiska bokhandeln, Helsinki, Finland, 1958. 


Fundamentals of Otolaryngology: A Textbook 
of Ear, Nose and Throat Diseases. By Lawrence 
R. Boies, M.D., Professor of Otolaryngology, Chair- 
man, Department of Otolaryngology, University of 
Minnesota Medical School, Minneapolis. Associates: 
Anderson C. Hilding, M.D., and others. Third edi- 
tion. Cloth. $8. Pp. 510, with 212 illustrations. 
W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., Lon- 
don, W. C. 2, England, 1959. 


Gynecologic Endocrinology. By Gardner M. 
Riley, Ph.D., Associate Professor of Obstetrics and 
Gynecology, University of Michigan Medical 
School, Ann Arbor. Foreword by Norman F. Miller, 
M.D., Professor and Chairman of Department of 
Obstetrics and Gynecology, University of Michigan 
Medical School. Cloth. $8.50. Pp. 330, with 72 
illustrations. Paul B. Hoeber, Inc. (medical book 
department of Harper & Brothers), 49 E. 33rd 
St., New York 16, 1959. 


General Chemistry. By W. F. Luder, Professor 
of Chemistry, Northeastern University, Boston, 
Arthur A. Vernon, Professor of Chemistry, North- 
eastern University, and Saverio Zuffanti, Professor 
of Chemistry, Northeastern University. Second edi- 
tion. Cloth. $6.75. Pp. 582, with illustrations by 
Arthur V. McCarthy. W. B. Saunders Company, 
218 W. Washington Sq., Philadelphia 5; 7 Grape 
St., Shaftesbury Ave., London, W. C. 2, England, 
1959. 


(Continued on page 268) 
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IN MOCARDIAL INFARCTION AND OTHER 


COUMADIN CONSISTENTLY PROVIDES 


rapid and sustained effect with low dosage + high 
predictability - ease of control for long periods + low 
incidence of “escape” + equal effectiveness by oral or 
parenteral routes - reduced need for frequent pro- 
thrombin time determinations after initial dosage 
adjustment + ready reversibility with vitamin K, 


Complete Information and Reprints on Request 


ENDO LABORATORIES 
Richmond Hill 18, New York 


TABLETS 

For oral administration—2 mg., 
lavender, scored; 5 mg., peach, 
scored; 10 mg., white, scored; 25 
mg., red, scored. 


INJECTION 

For parenteral administration — 
Single Injection Units, consist- 
ing of one vial, 75 mg., and one 
8-cc. ampul Water for Injection. 


AVERAGE DOSE 

Initial, 50 mg. Maintenance, 5-10 
mg. daily, as indicated by pro- 
thrombin time determinations. 


CoumapDIN (warfarin) Sodium— 
manufactured under license from 
the Wisconsin Alumni Research 
Foundation —developed for clinical 
use by Endo. 

References: 1. Baer, S., et al.: 
J.A.M.A. 167:704, 1958. 2. Link, K. 
P.: Circulation 19:97,1959. 3.Meyer, 
O. O.: Postgrad. Med. 24:110, 1958. 
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FOR THE PHYSICIAN AND HIS PATIENTS 
WITH DRY, SENSITIVE SKIN...... 


NIVEA’ CREME 
NIVEA’ SKIN OIL 


and superfatted 


BASIS SOAP 


Trial supply on request 


LABORATORIES, INC. 


SOUTH NORWALK, CONN, U. S.A. 


MADE BY THE MAKERS OF ELASTOPLAST @—THE ORIGINAL ELASTIC ADHESIVE 


LABORATORY- 


PROVED! 


Here are the results of 
exacting laboratory tests, 
conducted at our research 
institute. This chart illus- 
trates the average zone of 
inhibition** produced by 
DIAPARENE CHLORIDE 
BABY POWDER against 
staphylococci and other 
organisms. 


Controlled laboratory experimen- 
tation once again confirms the 
efficacy of DIAPARENE CHLORIDE’S 
antibacterial activity. This evi- 
dence provides scientific substan- 
tiation enabling physicians to pre- 
scribe DIAPARENE ANTI-BACTERIAL 
A BaBY PowpER with confidence 
&. co that it provides effective prophy- 
Strains in ammonia dermatitis in in- 
wih Sum, ery fants and incontinent adults. 
Samples and literature on request. 


SUPPLIED: 3% oz. and 9 oz. shaker-top tine. HOMEMAKERS PRODUCTS DIVISION 


COMPOSITION: Methylbenzethonium chioride 1:1800, in a specially prepared cornstarch and sodium bicarbonate base. - 


GEORGE A. BREON & CO., NEW YORK 18, N.Y. 


J.A.M.A., June 6, 1959 
(Books Received Continued) 


Di of Metaboli: Detailed Methods of 
Diagnosis and Treatment. Edited by Garfield G. 
Duncan, M.D., Professor of Medicine, University 
of Pennsylvania, Philadelphia. With contributions 
by Walter Bauer and others. Fourth edition. Cloth. 
$18.50. Pp. 1104, with illustrations. W. B. Saun- 
ders Company, 218 W. Washington Sq., Phila- 
delphia 5; 7 Grape St., Shaftesbury Ave., London, 
W. C. 2, England, 1959. 


Traitement des suppurations urétro-génitales et 
de leurs p chez Vh et chez la 
femme. Par Pierre Durel, médecin-chef du dispen- 
saire de salubrité, Hépital Saint-Lazare, Paris, et 
André Siboulet. Bibliothéque de thérapeutique 
médicale. Directeur: Professeur Raymond Turpin. 
Paper. 2100 francs. Pp. 168, with 49 illustrations. 
Gaston Doin & Cie, 8, place de l’Odéon, Paris 6e, 
France, 1959. 


Transactions of the Pacific Coast Oto-Ophthal- 
mological Society: Forty-second Annual Meeting, 
Vancouver, British Columbia, May Eleventh, 
Twelfth, Thirteenth, Fourteenth, Fifteenth, 1958. 
Editor: Orwyn H. Ellis, M.D. Assistant editors: 


| Manuel R. Wexler, M.D., and Earle H. McBain, 


M.D. Cloth. Pp. 436, with illustrations. Executive 
Secretary-Treasurer: Homer E. Smith, M.D., 686 
12th Ave., Salt Lake City, 1958. 


Instrumentation in Anesthesiology. By William 
H. L. Dornette, M.D., Professor of Anesthesiology 
and Head of Department, University of Tennessee 
College of Medicine, Memphis, and Verne L. 
Brechner, M.D., Assistant Professor of Anesthesi- 
ology, University of California School of Medicine, 
Los Angeles. Cloth. $8. Pp. 242, with 130 illus- 
trations. Lea & Febiger, Washington Sq., Phila- 
delphia 6, 1959. 


Rehabilitation Centers Today. By Henry Redkey. 
Report on 77 rehabilitation centers, prepared in 
cooperation with Conference of Rehabilitation Cen- 
ters, and published by Office of Vocational Reha- 
bilitation. U. S. Department of Health, Education, 
and Welfare. Rehabilitation service series no. 490. 
Paper. $1. Pp. 231, with illustrations. Superin- 
tendent of Documents, Govern. Print. Off., Wash- 
ington 25, D. C., 1959. 


Total Surgical Management. By James D. Hardy, 


M.S., M.D., F.A.C.S., Professor and Chairman, 


| Department of Surgery, University of Mississippi 
| Medical Center, Jackson. Modern surgical mono- 


graphs. Editor in chief: I. S$. Ravdin, M.D. Con- 
sulting editor: Richard H. Orr, M.D. Cloth. $9.50. 
Pp. 292, with 50 illustrations. Grune & Stratton, 
Inc., 381 Fourth Ave., New York 16; 15/16 Queen 
St., Mayfair, London, W. 1., England, 1959. 


Hypnosis in Modern Medicine. Edited by Jerome 
M. Schneck, A.B., M.D., Clinical Associate Pro- 
fessor of Psychiatry, State University of New York 
College of Medicine, New York City. Second edi- 
tion. Cloth. $8.75. Pp. 389. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, Canada, 1959. 


Medizin: Theorie und Klinik in Einzeldarstel- 
lungen. Herausgegeben von Professor Dr. med. 
Hans Schaefer. Unter Mitwirkung von: Prof. Dr. 
G. Bodechtel et al. Band 7: Klinik, Pathologie und 
Probleme der Periarteriitis nodosa des Nerven- 
systems. Von Priv.-Doz. Dr. med. Albrecht Stamm- 
ler. Paper. 18 marks. Pp. 153, with 23 illustrations. 
Dr. Alfred Hiithig Verlag, Wilckensstrasse 3, 
Heidelberg, West Germany, 1958. 


Cell and Tissue Culture. By John Paul, M.B., 
Ch.B., Ph.D., Director, H.E.R.T. Tissue Culture 
Laboratory and Honorary Lecturer, Department of 
Biochemistry, University of Glasgow, Glasgow. 
Cloth. $7. Pp. 261, with illustrations. Williams & 
Wilkins Company, 428 E. Preston St., Baltimore 2; 
E. & S. Livingstone, Ltd., 16 and 17 Teviot Pl., 
Edinburgh 1, Scotland, 1959. 


The Gifted Group at Mid-Life: Thirty-five Years’ 
Follow-up of the Superior Child. By Lewis M. 
Terman and Melita H. Oden. Volume V, Genetic 
Studies of Genius. Edited by Lewis.M. Terman. 
Cloth. $4.50. Pp .187, Stanford University Press, 
Stanford, Calif.; Oxford University Press, Amen 
House, Warwick Sq, London, E. C, 4, England, 
1959. 


Aportes a la terapéutica de algunas enferme- 
dades. Por Juan Ramon Uriz. Paper. Pp. 197. 


Author, Buenos Aires, Argentina, 1959. 
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The Analysis of Mixtures of Volatile Substances. 
Ann. New York Acad. Sc., volume 72, art. 18. 
Editor in chief: Otto v. St. Whitelock. Managing 
editor: Franklin N. Furness. Associate editor: Mar- 
guerite Selzer. Consulting editor and conference 
chairman: Emil F. Williams. Paper. $4. Pp. 559- 
785, with illustrations. New York Academy of 
Sciences, 2 E. 63rd St., New York 21, 1959. 


The Effect of Pharmacologic Agents on the 
Nervous System: Proceedings of the Association, 
December 13 and 14, 1957, New York, N. Y. 
Research publications, Association for Research in 
Nervous and Mental Disease, volume XXXVII. 
Editor; Francis J. Braceland, M.D. Gloth. $13.50. 
Pp. 488, with 124 illustrations. Williams & Wilkins 
Company, 428 E. Preston St., Baltimore 2, 1959. 


Chlorpropamide and Diabetes Mellitus. Ann. 
New York Acad. Sc., vol. 74, art. 8. Editor in chief: 
Otto v. St. Whitelock. Managing editor: Franklin 
N. Furness. Associate editor: Philip Ressner. Con- 
ference chairman and consulting editor: Martin 
G. Goldner. Paper. $5. Pp. 407-1028, with illus- 
trations. New York Academy of Sci , 2 E. 63rd 
St., New York 21, 1959. 


Eisenstoffwechsel: Beitriige zur Forschung und 
Klinik. Bearbeitet von M. Bessis et al. Herausge- 
geben von W. Keiderling. [In German, English and 
French.] Cloth, 48 marks; $11.40. Pp. 294, with 
138 illustrations. Georg Thieme Verlag, Herdweg 
63, (14a) Stuttgart, West Germany; [Interconti- 
nental Medical Book Corporation, 381 Fourth Ave., 
New York 16], 1959. 


Outline of General Pathology. By Krikor Y. 
Yardumian, M.D., F.C.A.P., Assistant Professor of 
Pathology, Medical and Dental Schools, University 
of Pittsburgh, Pittsburgh. With foreword by Frank 
J. Dixon, M.D., Professor and Chairman of De- 
partment of Pathology, School of Medicine, Uni- 
versity of Pittsburgh. Paper. $5. Pp. 93. University 
of Pittsburgh Press, Pittsburgh 13, 1959. 


Diagnostic Biochemistry: Quantitative Distribu- 
tions of Body Constituents and Their Physiological 
Interpretation. By Halvor N. Christensen, Ph.D., 
Professor of Biological Chemistry and Chairman 
of Department, University of Michigan, Ann Ar- 
bor. Cloth. $6.50. Pp. 291, with illustrations. Ox- 
ford University Press, Inc., 417 Fifth Ave., New 
York 16, 1959. 


Ancient Egyptian & Cnidian Medicine: The Re- 
lationship of Their Aetiological Concepts of Dis- 
ease. By Robert O. Steuer and J. B. de C. M. 
Saunders. Cloth. $3. Pp. 90, with_ illustrations. 
University of California Press, Berkeley 4; 214 
Royce Hall, University of California, Los Angeles 
24; Cambridge University Press, Bentley House, 
200 Euston Rd., London, N. W. 1, England, 1959. 


Ciba F dati on the Biosyn- 
thesis of Terpenes ond Sterols. Editors for Ciba 
Foundation: G. E, W. Wolstenholme, O.B.E., M.A., 
M.B., and Maeve O’Connor, B.A. Cloth, $8.75. 
Pp. 311, with 102 illustrations. Little, Brown & 
Company, 34 Beacon St., Boston 6; J. & A. Church- 
ill, Ltd., 104 Gloucester Pl., Portman Sq., London, 
W. 1, England, 1959. 


Diseases of Women. By ten teachers under direc- 
tion of Frederick W. Roques, C.B.E., M.D., 
M.Chir. Edited by Frederick W. Roques, John 
Beattie, and Joseph Wrigley. Tenth edition. Cloth. 
$8. Pp. 556, with illustrations. Williams & Wilkins 
Company, 428 E. Preston St., Baltimore 2; Edward 
Arnold (Publishers) Ltd., 41-43 Maddox St., 
London, W. 1, England, 1959. 


Ciba Foundation Symposium on Medical Biology 
and Etruscan Origins. Editors for Ciba Foundation: 
G. E. W. Wolstenholme, O.B.E., M.A., M.B., and 
Cecilia M. O’Connor, B.Sc. Cloth. $9.50. Pp. 255, 
with 60 illustrations. Little, Brown & Company, 
34 Beacon St., Boston 6; J. & A. Churchill, Ltd., 
104 Gloucester Pl., Portman Sq., London, W. 1, 
England, 1959. 


Treatment of Cancer and Allied Diseases. Vol- 
ume III; Tumors of the Head and Neck. By sev- 
enty authors. Edited by George T. Pack, M.D., 

-A.C.S., and Irving M. Ariel, M.D., F.A.C.S, 
Second edition. Cloth. $30. Pp. 781, with 1028 
illustrations. Paul B. Hoeber, Inc. (medical book 
department of Harper & Brothers), 49 E. 33rd St., 
New York 16, 1959. 


The Rewards of Medicine and Other Essays. By 
Hugh Barber. Cloth. 15 shillings. Pp. 140. H. K. 
Lewis & Co., Ltd., P. O. Box 66, 136 Gower St., 
London, W. C. 1, England, 1959. 


(Continued on next page) 


The improved, new local anesthetic. What's the new, highly 
efficient local anesthetic for minor surgical procedures? Many physicians say it’s 
Gebavuer’s new Fluro-Ethyl. An actual report: “I have used your mixture of 25% 
Ethyl Chloride and 75% “Freon” for skin planing and | find it most efficient for 
my purposes. Freezing is fast, each container lasts a long time, results are 


highly satisfactory”. 


Equally useful as a local anesthetic for incision of furuncles, electrocautery to 
small cutaneous tags, flat warts, nevi, and alleviation of needle pain in hypodermic 


injection. Non-flammable, requires no blower. 


Compare Fluro-Ethyl with the 


product you have been using. Gebaver Chemical Company, 9410 St. Catherine 


Avenue, Cleveland 4, Ohio. 


Gedauer's Ethy! Chior G 
tube for doctor's emergency kit. (3) Flure-Ethyl in the aerosol container. 


FLURO-ETHYL 


GEBAUER 


CHEMICAL COMPANY 


(Continued from page 266) 
HAWAII—AVAILABLE RESIDENCIES JULY 1, 1959; 
first year surgery; first and third year medicine; 
and second year obstetrics-gynecology; stipend 
first year; $185 second year; $250 third year; 
allowance granted; only graduates of approved medical 
schools accepted. Airmail inquiries to: Medical Divec- 
tor, Queen's Hospital*+, P. O. Box 861, Honolulu, 


PATHOLOGY RESIDENCY — FOR 275 BED HOS- 
pital*+ fully approved for pathologic anatomy and 
clinical pathology; vacancy July 1, 1959; beginning 
stipend $375 monthly. Address: Director of Laboratory, 
Memorial Hospital, Danville, Virginia. D 


INTERNSHIPS, GENERAL ROTATING, APPROVED, 
350 bed general hospital*+; available July 
excellent teaching program; stipend $250 month 
ply: Chairman, House Staff Committee, Nassau “Hos- 
pital, Mineola, New York. 


GENERAL PRACTICE BED GEN- 
eral hospital, central New York; excellent experience 
and opportunity to do general surgery; 
cense only; salary and maintenance. 
Managers, Oneida County Hospital, Rome, 


uly 1959. For further details write: 
MD, Radiologist, Cambridge City 
Hospital, 1493 Cambridge Street, Cambridge 39, 
Massachusetts. 


New York li- 
ply: ey of 
New Yo D 


SUPERIN- 


RESIDENCY IN PEDIATRICS-—-REPLY 
New 


tendent, Gouverneur Hospital+, 621 Water Street, 
York 2, New York, Oregon 3-6200. 


NEW YORK CITY—RESIDENTS; A PSYCHIATRIC 
service in @ general hospital with approved three year 
training program; all para- modioa) services fully o 
ative, located in the Greenwich Village section of New 
York City; physical plant modern, up-to-date, recently 
constructed; this general hospital consists of 830 beds 
covering all specialties, and including a current capac- 
ity of 82 beds in a psychiatric pavilion; affiliated with 
New York University-Bellevue Medical Center; resi- 
dencies available at Ist and 3rd year levels. For further 
information, write: The Administrator, St. Vincent's 
Hospital* + York, 153 W. Iith 
Street, New York 11. Applications now being acce 
for training year starting July 1. 1960. 


APPROVED THREE YEAR RESIDENCIES IN PSY- 
ch latry; new well teachin 
program ith W niversity Schoo! 
of edicine; all types of experience 
sented, including , Supervised dynamically oriented psy- 
chotherapy child guidance, 


etc.; ap available 
locally; full time direc of training is a member of 

merican Psychoanalytic Association; attractive 
career program citizenship re- 
one. © to: Dr. Bernard A. Cruvant, 


walsing in. psychoanalysis 
‘or 


Veterans 
Aaministration | Hospital, 915 North Grand Avenue, 8 
Louis issou 


(Continued on next page) 
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(Continued from preceding page) 


WANTED — ONE FIRST YEAR RESIDENT IN PA- 
thology for July 1, 1959; graduate of U. 8. or Cana- 
dian Class A medical school; 300 bed modern hospital 
with active graduate training program; full 4 year 
approval in P.A. and C.P.; 2 full time board patholo- 
gists; 2 board consultants; biochemist; microbiologist ; 
topnotch progressive laboratory ; 5042 surgicals and 168 
autopsies in 1958; stipend $375.00; contact director of 
laboratories, McLaren General Hospital, Flint, Michi- 
wan D 

PATHOLOGY RESIDENCY — 250 BED GENERAL 
hospital, 3,000 surgicals; 150 autopsies, 140,000 clinical 
tests annually; 4 year approved training in pathologic 
anatomy and clinical pathology; progressive program 
designed to train residents as qualified general hospital 
pathologists; new facilities including museum and 
medical illustration studio; generous stipend; appoint- 
ment open July Ist, 1959. Contact: J, B. McCormick, 
MD, Pathologist, Swedish Covenant Hospital, 5145 N. 

California, Chicago 25, Illinois. D 


APPROVED THREE YEAR RADIOLOGY RESIDENCY 
at 500 bed general medical, surgical hospital+ and 
large outpatient service in medical center; affiliated 
with University of Dlinois for supplementa) therapy and 
Children’s Memorial Hospital for pediatric radiology; 
supervised by Deans Committee representing University 
of Ulinois, Stritch School of Medicine and Chicago 
Medical School; U. 8. citizenship required. Apply: Di- 
rector, Professional Services, Veterans Administration 
Hospital, 820 8. Damen, Chicago 12, Illinois, D 


VACANCIES—SENIOR PHYSICIANS WITH MINIMUM 
of three years psychiatric experience; excellent oppor- 
tunities for advancement; salary rate $7320-$10,200 
depending upon applicant's training and experiences; 
annual increments; nominal deduction for complete 
family maintenance; fully approved large eastern mental 
hospital+ with 3 year accredited residence training 
rogress; must be eligible for licensure in Connecticut. 
Box 7977 D, % AMA. 


INTERNAL MEDICINE RESIDENCY—OPENINGS IN 
Ist and 2nd year at Coral Gables, Florida, Veterans Ad- 
ministration Hospital in affiliation with University of 
Miami Schoo! of Medicine; applications accep’ for 
July 1, 1959 and quarterly from U. 8. citizens; salary 
$3,250 and $3,515; quarters available; single residents. 
Write: Chief, Medical Service, Veterans Administration 
Hospital, Coral Gables, Florida. D 


RESIDENCLES — INTERNAL MEDICINE; 1,300 BED 
general hospital+; 3 year; Baylor University College of 
Medicine affiliation; includes al specialties under super- 
vision of Board Certified specialists; $3,250 to $4,945; 
must be graduate of United States or Canadian medical 

D. Bennett, 


school; appointments available for 1960. H 
MD, 


Veterans Administration Hospital, 
Texas. 

WANTED — RESIDENTS IN PSYCHIATRY; THREE 
ear approved residencies available; large eastern mental 
hospital +; excelent teaching program therapeutic pro- 
cedures; $5280-$6600. Box 7976 D, % AMA. 
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Ritter ... outstanding equipment 


fortable. 


errors, 
THE OFFICE 


needless 


LF 


ee 
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for the profession! 


Universal Table 


The Ritter Universal Table 
enables you to treat more 
patients more thoroughly, 
with less effort in less time! 
It is the easy-to-position 


examination and treatment table, Less physi- 
cal effort is required. Patients are more com- 


.-r BASALM ETER offers fast, accurate 


BMR testing. It is self-calculating! No 
graph, chart or slide rule is needed. The 
patient’s BM rate is read directly on the 
meter. This saves time, eliminates human 


Cove expands the scope of 


your services. Now, you can save patients 


hospitalization. This superbly de- 


signed electrosurgical unit offers unexcelled 
performance and dependability. 


SHORT-WAVE DIATHERMY gives maxi- 
mum effectiveness in all treatment proce- 
dures requiring thermal therapy. The L-F 
Short-Wave Diathermy Unit operates L-F’s 
exclusive air-spaced plates, hinged drum 
and utility applicator, interchangeably. 


3 "RITTER PROFESSIONAL EQUIPMENT PLAN enables you to 
4 own this fine equipment with a minimum initial investment. 
re RITTER COMPANY INC., 6149 Ritter Park, Rochester 3, N. Y. 

3 | Please send literature on the following: 

a (0 UNIVERSAL TABLE ( OFFICE BOVIE 

| L-F BASALMETER SHORT-WAVE DIATHERMY 

( PROFESSIONAL EQUIPMENT PLAN 


4 Name 
1 Address 


J.A.M.A., June 6, 1959 
(Books Received Continued) 


A Bibliography of Soviet Experiments in (I) In- 
teroceptive Conditioning, and (II) Unconditioned 
Interoception in the Last Ten Years. By Gregory 
Razran. Paper. Pp. 45. Distributed by U. S. Depart- 
ment of Health, Education, and Welfare, Public 
Health Service, National Institutes of Health, Rus- 
od Scientific Translation Program, Bethesda, Md., 


Practical Obstetric Problems. By Ian Donald, 
M.B.E., M.D., B.S., B.A., Regius Professor of Mid- 
wifery, University of Glasgow, Glasgow. Second 
edition. Cloth. $11. Pp. 712, with illustrations. 
Year Book Publishers, Inc., 200 E. Mlinois St., Chi- 
cago 11; Lloyd-Luke (Medical Books) Ltd., 49 
Newman St., London, W. 1, England, 1959. 


Les lésions traumatiques de l’uretére. Par Jean 
Cibert, professeur de clinique urologique a la 
Faculté de médecine de Lyon, et Michel Revol, 
ancient chef de clinique urologique a la Faculté 
de médecine de Lyon. Paper. 4200 francs. Pp. 
281, with 98 illustrations, Masson & Cie, 120, 
boulevard Saint-Germain, Paris 6e, France, 1959. 


L’ophtalmologie francaise an XXme siécle: Les 
progrés de l’enseignement de la clinique et de la 
thérapeutique. Par René Onfray. Préface du Pro- 
fesseur G. Renard. Ouvrage couronné par l’Aca- 
démie de médecine, Prix Burgkly (1957). Paper. 
3600 francs. Pp. 237. Masson & Cie, 120, boule- 
vard Saint-Germain, Paris 6e, France, 1959. 


International Directory of Institutions Engaged 
in Study, Research and Other Activities in the 
Field of Occupational Safety and Health. Volume 
I: A-I. Volume II: J-Z. Paper. Loose-leaf. Various 
pagination. Occupational Safety and Health Divi- 
sion, International Labour Office, Geneva Switzer- 
land, 1958. 


The Pathology and Management of Portal Hy- 
pertension. By R. Milnes Walker, M.S., F.R.C.S., 
Professor of Surgery, University of Bristol, Bristol. 
Cloth. $8. Pp. 113, with illustrations. Williams & 
Wilkins Company, 428 E. Preston St., Baltimore 2; 
Edward Arnold (Publishers) Ltd., 41-48 Maddox 
St., London, W. 1, England, 1959. 


Réanimation. Par H. Killian et A. Dénhardt. 
Traduction francaise d’aprés l’édition allemande 
par le Dr. J. L. Wolf-Fried. Titre de l’édition 
originale allemande: Wiederbelebung. G. Thieme 
Verlag, Stuttgart. Paper. 3350 francs. Pp. 285, with 
93 illustrations. Gaston Doin & Cie, 8, place de 
l’Odéon, Paris 6e, France, 1958. 


The Postnatal Development of the Human Cere- 
bral Cortex. Volume VI: The Cortex of the 
Twenty-four-Month Infant. By J. LeRoy Conel. 
Cloth, $12.50. Pp. 310, with 201 illustrations. 
Harvard University Press, Cambridge, Mass.; Ox- 
ford University Press, Amen House, Warwick Sq., 
London, E. C. 4, England, 1959. 


Cytophotometry by Silver Analysis of Photo- 
micrographs: Description of a New Method and 
Its Application to the Study of Corpuscular Haemo- 
globin. By Mikko Niemi. Acta anat., vol. 35, supp. 
34-2. Paper. Pp. 92, with 38 illustrations. S. 
Karger, Arnold Bécklinstrasse 25, Basel, Switzer- 
land, 1958. 


Synovial Fluid in Kheumatoid Arthritis with 
Special Reference to Intra-Articularly Applied 
Hydrocortisone. By Paavo Mikinen. Ann. med. 
exper. et biol. Fenniae., vol. 36, supp. 7. Paper. 
Pp. 70, with 9 illustrations. Annales medicinae 
experimentalis et biologiae Fenniae, Yrjénkatu 17, 
Helsinki, Finland, 1958. 


Fragilitas Ossium Hereditaria Tarda: Ekman- 
Lobstein Disease. By Angelo Caniggia, Carlo 
Stuart and Renzo Guideri. Acta med. scandinav., 
vol. 162, supp. 340. [Translation arranged by 
Messrs. Paines & Byrne Ltd. of Pabyrn Labora- 
tories.] Paper. Pp. 172, with 173 illustrations, Acta 
medica scandinavica, Stockholm K, Sweden, 1958. 


A doenca de Chagas no ciclo gravido puerperal. 
Por Fausto da Cunha Oliveira. [Thesis “de con- 
curso a docencia livre de clinica obstétrica” of 
National Faculty of Medicine of University of 
Brazil.] Paper. Pp. 139, with illustrations. Fausto 
da C. Oliveira, R. Manoel Borges, 65, Uberaba, 
Minas Gerais, Brazil, 1958. 


Protection in Diagnostic Radiology. Edited by 
B. P. Sonnenblick. Cloth. $7.50. Pp. 346, with il- 
lustrations. Rutgers University Press, New Bruns- 
wick, N. J., 1959. 
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Intravenous Fat Emulsions: Preparation of 
Emulsions and Disappearance of Intravenously In- 
jected Fat from the Circulation in Children, By 
Olli Kauste, Translated by Eva Palmgren. Ann, 
paediat. Fenniae, vol. 4, supp. 10. Paper. Pp. 78, 
with 15 illustrations. Annales paediatriae Fenniae, 
Kalevankatu 11, Helsinki, Finland, 1958. 


Probleme der Rehabilitation bei Lungentuberku- 
lose. Von Dr. med. F. H. A. Sussman. Mit einem 
Geleitwort von Prof. Dr. med, habil. A. Tegtmeier, 
Arztlicher Direktor der Tuberkuloseklinik und der 
Heilstiitten Bad Berka. Paper. 4.65 marks, Pp. 102. 
VEB Gustav Fischer Verlag, Villengang 2, Jena 
15 b, East Germany, 1959. 


Transactions of the New England Surgical So- 
ciety. Volume XXXIX for the Year 1958: Thirty- 
ninth Annual Meeting, Poland Spring, Maine, Sep- 
tember 26 and 27, 1958. Paper. Pp. 245, with 
illustrations. New England Joumal of Medicine, 
Massachusetts Medical Society, 8 The Fenway, 
Boston 15, n. d. 


Histochemical Technique. By W. G. Bruce Cas- 
selman, Methuen’s monographs on biological sub- 
jects. General editor: Michael Abercrombie. Cloth. 
$3.25. Pp. 205, with illustrations. John Wiley & 
Sons, Inc., 440 Fourth Ave., New York 16; 
Methuen & Co., Ltd., 36 Essex St., Strand, Lon- 
don, W. C. 2, England, 1959. 


Contribuicdo histopatolégica para o estudo das 
relacées hepato-biliares: Trabalho do Laboratério 
de t logica. Por Daniel dos Santos 
Pinto Serrio. [The sis, —*% D., University of Oporto.] 
Paper. Pp. 229, with 54 illustrations, Faculty of 
Medicine, University of Oporto, Oporto, Portugal, 
1959. 


Recovery in the Dark of the Rabbit's Electro- 
retinogram in Relation to Intensity, Duration and 
Colour of Light-Adaptation. By Valter Elenius. 
Acta physiol. seandinav., vol. 44, supp. 150. Paper. 
Pp. 57, with 19 illustrations, P. A. Norstedt & 
Séner, Tryckerigatan 2, Stockholm 2, Sweden, 
1958. 


Glaucoma: Transactions of the Third Confrence, 
January 8, 9 and 10, 1958, Princeton, N. J. 
Edited by Frank W. Newell, M.D. Sponsored by 
Josiah Macy, Jr. Foundation, New York, Cloth, 
$5.25. Pp. 272, with 73 illustrations. Josiah Macy, 
Jr. Foundation, 16 W. 46th St., New York 36, 
1959. 


Family and Class Dynamics in Mental Illness. 
By Jerome K. Myers, Associate Professor of Soci- 
ology, Yale University, New Haven, Conn., and 
Bertram H. Roberts. Cloth. $6.95. Pp. 295. John 
Wiley & Sons, Inc., 440 Fourth Ave., New York 
16; Chapman & Hall, Ltd., 37-39 Essex St., Strand, 
London, W. C, 2, E ngland, 1959. 


Proceedings, National Conference on Air Pollu- 
tion, Washington, D. C., November 18-20, 1958. 
U. S. Department of Health, Education, and Wel- 
fare, Public Health Service. Public Health Service 
publication no. 654, Paper. $1.75, Pp. 526. Super- 
intendent of Documents, Govern. Print. Off., Wash- 
ington 25, D. C., 1959. 


Re-education of the Injured Shoulder. By R. 
Barrie Brookes, F.C.S.P., Rehabilitation Officer, 
Birmingham Accident Hospital, Birmingham, Eng- 
land, Cloth, $3.50, Pp. 114, with 59 illustrations. 
Williams & Wilkins Company, 428 E. Preston St., 
Baltimore 2; E. & S. Livingstone, Ltd., 16 & 17 
Teviot Pl, Edinburgh 1, Scotland, 1959. 


Pathology. By Peter A. Herbut, M.D., Professor 
of Pathology, Jefferson Medical College and Direc- 
tor of Clinical Laboratories, Jefferson Medical Col- 
lege Hospital, Philadelphia. Second edition, Cloth. 
$18.50. Pp. 1516, with 1506 illustrations. Lea & 
Febiger, 600 S. Washington Sq., Philadelphia 6, 
1959. 


A técnica das resseccées pulmonares: Um estudo 
da anatomia cirtirgica e técnica operatéria de 
acérdo com a conduta mais atualisada. Por Edidio 
Guertzenstein. Cloth, Pp. 324, with 220 illustra- 
tions. Livraria Atheneu S. A., rua 7 de Setembro, 
141-le Andar, Rio de Janeiro, Brazil, 1958, 


Man’s Right to Be Human: To Have Emotions 
Without Fear. By George Christian Anderson. 
Half cloth. $3.50. Pp. 191. William Morrow & 
Company, Inc., 425 Fourth Ave., New York 16; 
George J. McLeod, Ltd., 73 Bathurst St., Toronto 

, Canada, 1959. 
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PINWORMS 
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PIPERAZINE 


his Wormy wor 


‘ANTEPAR’ SYRUP 


—Piperazine Citrate, 100 mg. per ce. 


‘ANTEPAR’ TABLETS 


—Piperazine Citrate, 250 or 500 mg., scored 


‘ANTEPAR’ WAFERS 


~Piperazine Phosphate, 500 mg. 


Literature available on request 


BURROUGHS WELLCOME & CO. (U. S.A.) INC., Tuckahoe, New York 


ANESTI 
year a 


ical experience; opportunities for clinical, teaching and 


researc 
lege at 
quired 


esthesiology, Albany Medical Center, Aibany, New York 
D 


RESIDE 
genera 


(Continued from preceding page) PATHOLOGY RESIDENT—FULLY APPROVED PRO 

gram, 400 bed hospital; two Board Certified patholo 
IESIOLOGY RESIDENCIES — APPROVED 2 gists in full time attendance; over 6,000 surgicals; over 
“ive teac , sg de clin- 50% autopsies; full clinical pathological service in new 
ciive teaching program with unusually wide clin laboratory wing. Apply: Dr. Philip Wasserman, Direc 
tor of Clinical Laboratories, Jewish Hospital and Medi 
eal Center, Cincinnati 29, Ohio 


APY ROTATING INTERNSHIPS AVAILABLE 
du 1, 1950; 215 bed general hospital; excellent edu 
a, opportunities ; out-patient clinic; all services 

NCIES — INTERNAL MEDICINE; 1,300 BED available; $150 plus full maintenance. Write: Intern 

1 hospital, 3 year; Baylor University College of Committee, St. Luke's Hospital, 287 North Smith Av: 

D 


*h appointments in hospital*+ and medical col- 
ter completion of training; approved internship re- 
Write: C. M. Landmesser, MD, Director of An- 


Medicine affiliation; includes all subspecialties under nue, St. Paul 2, Minnesota. 


supervision of Board Certified specialists; $3,250 to 
$4,945; 


school! 
MD 


Texas. 


SURGIC 
graduates of approved medical schools as first year resi- 


dents 
genera 
large 


must be graduate of U. 8. or Canadian medical ANESTHESIOLOGY RESIDENCIES--AT UNIVEILSITY 
appointments available for 1960. H. D, Bennett, of Minnesota Hospitals, Minneapolis Veterans Adminis 
Veterans Administration Hospital, Houston, tration Hospitals and associated hospitals; an opening 
D every 4 weeks. Address: Frederick H. Van porn n, MD, 

ow act siology, University of innesot 

AL RESIDENCIES — OPENING FOR TWO 


in an approved four year program in a modern WANTED RESIDENTS FOR 2 YEAR APPROVED 
1 hospital with organized teaching brogram and a program in internal medicine; salary $75-$200 per 
number of clinic patients. Write: Director of month and mainte «, depending on qualifications; 


Medical Education, Norfolk General Hospital, Norfolk, 500 bed modern, chronic disease hospital. Apply: Ex- 
Virginia. D ecutive Director, St. Barnabas Hospital, New York 57, 
D 


IST, 83RD, 4TH YEAR RESIDENCIES IN PATHOLOGY 


New York 


available; 419 beds; large teaching program, necropsy | wanrED— MEDICAL RE SIDENT: MONTHLY SALARY 
% AMA 


rate 75%; not an easy residency, but good training for 
one who wants to work. Address: Pau) Weld, MD, Di- 


rector 


pital* +, 


$550 and maintenance. Box 8180 D, 


of Medical Education, Rochester General Hos- . P 
Rochester 21, New York D (Continued on page 273) 
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‘LEUKERAN 


: FOR CHRONIC LYMPHOCYTIC LEUKEMIA 
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Leukewmla..... 


CHLORAMBUCIL (tormerty known as ¢. 8. 1348) 


A derivative of nitrogen mustard, it has provided amelioration of follicular lym- 
phoma, lymphocytic lymphoma with or without leukemia, and Hodgkin’s disease. 


MYLERAN. 


BUSULFAN 


FOR CHRONIC MYELOCYTIC LEUKEMIA 


*Myleran’ has been reported to induce remissions, lasting up to two years, in chronic 
myelocytic leukemia. In addition to the decrease in total white cell count and a 
selective reduction of immature myeloid cells, it usually gives, early after its ad. 
ministration, a rise in hemoglobin level and pronounced subjective improvement. 


PURINETHO. 


MERCAPTOPURINE 


FOR ACUTE LEUKEMIA AND CHRONIC MYELOCYTIC LEUKEMIA 


‘Purinethol’ provides worth-while temporary remissions, either partial or complete, 
in a high percentage of patients. In general, a higher proportion of children than 
adults with acute leukemia respond favorably. 

Tablets of 50 mg. 


Facilities for complete and frequent blood counts must be available for patients 
receiving ‘Leukeran’, ‘Myleran’ or ‘Purinethol’. 


Full information about these products will be sent on request. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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ROTATING INTERNSHIP — APPROVED; ACTIVE 
teaching service: out-patient clinics and active emer- 
gency — stipend $250 per month and full mainte- 
nance. : Robert A Murphy, Administrator, Floyd 
Hospital, Georg D 
PEDIATRIC RESIDENT — ONE OR TWO_YEARS 
training preferable; approval pending. Saint Barnabas 
Medical Center, 685 High Street, Newark, New Jersey; 
full maintenance, $150 per month. Write: Director of 
Medical Education. D 


WANTED — ROTATING awe: APPROVED 400 
eder: chiatric hospital; 

annual stipend $3,100. Apply Winifred Overholser, 
MD, a. Saint Elizabeth’ 8 Hospital, Wash- 
ington, D. C D 


MEDICAL RESIDENT—ONE OR TWO YEARS TRAIN- 
ing preferable; approval pending; Saint Barnabas 
Medical Center, 685 High Street, Newark, New Jersey; 
full maintenance; $150 per month. Write: Director, 
Medical Education, D 


LOCUM TENENS WANTED 


WANTED—LOCUM TENENS RADIOLOGIST TO AS- 
sist in a group practice during the months of July, 
August and September while other members are tak- 
ing vacations; the man should have an American Board 
Certificate or be Board qualified. Please contact: Dr. 
R. F. Hoffman, Providence Hospital, Sandusky, — 


MARYLAND—WANTED LOCUM TENENS FOR BUSY 
ENT practice in community of 40,000 drawing terri- 

y 150,000; virtually unopposed; permanent transfer 

to practice if desired. Write: Box 8272 G, % AMA, 


WANTED — LOCUM TENENS RADIOLOGIST FOR 
yo ge department for three or four weeks Novem 

Write: Wm. Arbonies, MD, St. Mary's Hospital, 

Nevada. G 


LOCUM TENENS—GENERAL PRACTITIONER WANT- 
ed to take over active general practice 1 to 4 years 
while physician undergoes specialization; may buy me 
out if desired. Box 8284 G, % AMA. 


GENERAL PRACTICE 
1 through Septem- 
fenry Harrison, 


WANTED—LOCUM TENENS; 
1, 1959. Write to: Dr. 

109 Porter Building, Bryan, Texas. 


LOCUM TENENS WORK WANTED 


EXPERIENCED PHYSICIAN WITH NEW 
Jersey license is avai locum tenens starting 
July 1-September. Call York yada Trafalgar 
4-2726, or write: Box % AMA 


WANTED—LOCUM TENENS; JULY, 
September; Texas Gulf Coast; general medical and 
surgical; modern clinic- hospital ; varied interesting 
practice; possible association following: a breezes 
and sports, Write: Box 8233 H, % A 


YOUNG 


AUGUST AND 


SITUATIONS WANTED 


OBSTETRICIAN-GYNECOLOGIST — DIPLOMATE OF 
American Board of Obstetrics-Gynecology; Fellow 
American College Ob-Gyn; forty years old; with com- 
plete American and European training and teaching 
experience; desires partnership or solo practice prefer- 
able with possibility of teaching affiliation; 
position as head of — department also considered. 
Box 8267 I, % AMA 


WOULD LEAVE CAPACITY 
small town for association with 
town 100,000 up; 

without senility; 
no surgery due to 
less income, 


OPHTHALMOLOGY — 
practice in relatively 
two or more ophthalmologists in 
Board Eligible; 32 years experience 
would like 4-5 hours practice a day; 
elevated blood pressure; proportionately 
Box 8259 I, % AMA. 


GENERAL PRACTITIONER—AGE 33; AAGP; 
year rotating internship; post-graduate ¢ 
months; 5 years general practice; diplomate; 
Pennsylvania ; now; 
sylvania, Ohio, New York State, 
New Jersey. Box 7422 1, % AMA. 


GENERAL PRACTITIONER — 
background internship; ped 4 months; 
cine 3 years; general surgery, university hospital 1 
year; Illinois license; desires association with general 
7 a surgeon, group or industrial. Box 8287 I, 


fo AD 


TWO 


Virginia, Maryland, 


PATHOLOGIST: 33; CHIEF, LAB SERVICES, LGE 
univ-affiliated hospital; instructor, several medical 
schools; seeks surgical or clinical pathology; associa- 
tion or group; Diplomate, 
MEDICAL BUREAU, 185 N. 


OBSTETRICIAN-GYNECOLOGIST—BOARD ELIGIBLE | 
desires partnership or solo position in clinic in Connecti- 
cut; available for interview mid-July; will Srwerd 
details and background with first reply. Box 8199 I, % 


Wabash, Chicago. I 


ey 34; FAMILY; DIPLOMATE CP AND 
>A CAP; university and research center training; two 
th in general hospital direction; seeks relocation for 
advancement opportunity; consider only percentage ar- 
rangement. Box 8257 I, % AMA. 


af IN NEED OF AMERICAN BOARD SPECIALISTS 
head departments, physician for private practice, 
hn or public health, please write for cocoate. 
dations. Woodward Medical Personnel Bureau, 185 N 
Wabash, Chicago. 


— GERMAN MD; FEMALE; AGE 35; 
married; one child; one year general practitioner; six 
months x-ray, 18 months laboratory; wants medical 
employment commencing October November, 1959, 
San Francisco. Box 8260 I, % AMA. 


or age; 
July through September: experience in CP 
and PA; age 31, single. Box 8288 | AMA. 


PHYSICIAN 


full time | 


desire partnership Penn- | 


WITH EXCELLENT | 
internal medi- | 


both branches. WOODWARD | 


PORTABLE 


wide, deep 


REFRIGERATION 


The ease with which the Astral can be moved from office to office—its complete 
silence guaranteed—its easy-to-clean interior, rounded corners, finished with tough 
chip-resistant Viny! enamel which resists alkalis, fruit acids, etc.—and, most im- 
portant, the way it maintains the same even steady temperature month after month, 
year after year—all these features combine to make the Astral an ideal refrigerator 


-MORPHY-RICHARDS 


for use in every doctor's office or laboratory. 
Best of all it is priced most economically. 


Astral 


232 S. Van Brunt St., Englewood, N. J. 


OBSTETRICIAN-GYNECOLOGIST—-AGE 39; WITTE 9 
years of eastern practice, has California license, wishes 
location in California; group, association or solo prac- 
tice; willing to invest. Box 8276 I, % AMA. 


OBSTETRICIAN-GYNECOLOGIST — BOARD ELIGI- 
ble; additional training cancer surgery; veteran; 54; 
married; desires location or association in C alifornia ; 
available September. Box 8280 I, © 


ORTHOPEDIC SURGEON — 36; FAMILY; DESIRES 
solo practice in a progressive area; extended clinical 
and teaching background. Box 8271 1, % AMA 


DESIRES CLINIC OR 


ORTHOPEDIST — 
primary consideration 


AGE 35; 
teaching position; income not 
Box 8275 I, % 


» % AMA. 
GASTROENTEROLOGIST—BELGIAN IMMIGRANT; 33; 
married; MD 49 Louvain, fully trained in Louvain, 
Paris, London, and Chicago; wide experience with 
endoscopies, member of the Prof of 
Gastroenterologists in Belgium; desires a suitable 
tion; available after July, 1959. Box 8114 1, % AMA 


MARRIED—VETERAN; AGE 34; COMPLETING FIVE 
years general surgery residency at Veterans hospital; 
seeks opportunity; location, assistantship, association 
in general surgery; northeast United States; available 
August 1959. Box 8221 1, © A 


OBSTETRICIAN o GYNECOLOGIST: BOARD CERTI- 
fied; Florida license; FACS; veteran; married; age 39; 
seven years successful private practice; desire location 
anywhere for two years or permanent location in the 
southeast. Box 8220 I, % AMA 


ILLINOIS LICENSED PHYSICIAN; 34; FAMILY; 
background including 6 years of surgical training; 2 
years general practice; desires association with general 
practitioner, surgeon a group; preferably Chicago or 
suburbs. Box 8209 I, AMA. 


OPHTHALMOLOGIST.-BOARD CERTIFIED; AGE 52; 
married; military obligation completed; wishes asse 
ciation with medical group or with another Certified 
ophthalmologist; will consider California only, Box 
8237 1, % AMA. 


SURGEON—BOARD CERTIFIED; 82; COMPLETING 
military service; desires association, group or opportune 
location preferably with academic opportunities or near 
teaching center; experience includes traumatics and 
fractures. Box 8194 1, % AMA. 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January Ast; three years’ training; general surgery; 
two years’ training, thoracic surgery, teaching hospitals. 
Medical Bureau, Burneice Larson, Director, 900 North 
Michigan Avenue, Chicago. 1 


(Continued on page 276) 
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mind and muscle 


in skeletal-muscle disabilities... 


for whole-patient response in spasm, 


Meprobamate is supported by hundreds of clinical 
studies that demonstrate relaxing action on both 
brain and skeletal musculature. This is why EQUANIL 


stands as an obvious choice of many physicians 


concerned with whole-patient response. EQUANIL re- 
duces muscular spasm and tension, aids in the 


restoration of mobility, speeds rehabilitation, lessens 


the emotional overlay.'* Its wide margin of safety 


is well documented in medical practice. 


: 1. Mitchell, E.H.: M. Ann. District of Columbia 27:190 


‘ (April) 1958. 2. Cooper, C.D., and Epstein, J.H.: Am. J. 
&.. M. Se. 235:448 (April) 1958. 3. Vazuka, F.A.: Neurology 
8:446 (June) 1958. 4. Cobey, M.C.: Am. Surgeon 24:350 
put (April) 1958. 5, 6. Wein, A.B.: M. Ann. District of Colum- 
bia 27:346 (July) 1958; Clin. Med. 6:44 (Jan.) 1959. 


Meprobamate, Wyeth 


Specific central action 
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“ 
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> 
gag: 
| Tit Wyeth 
/ : Philadelphia 1, Pa. 
4 
y 


rigidity, psychic tension 


Partial indications—spasm 
or tension secondary to: 


sprains, strains, contractures 

fibrositis, myositis 

low-back syndrome 

whiplash injury 

frozen shoulder 

cervical-rib syndrome 

herniated intervertebral disk 

wryneck ail 

rheumatoid arthritis 

rheumatoid or traumatic 
spondylitis 

certain neuromuscular 
disorders 


... Specific muscular action 
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Two of medicine’s 


\X 


Arm & Hammer and Cow Brand = 

Soda are pure Bicarbonate 
of Soda, meeting all the require- 
ments of the U.S.P, XV. 


most familiar packages 
...containing a remedy 

prescribed by generations of 
physicians...Sodium Bicarbonate U.S.P 


Church & Dwight Co., Inc. 


70 Pine Street, New York 5, N. Y. 


J.A.M.A., June 6, 1959 
(Continued from page 273) 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, ete.; physicians for 
vate practice, assistants or associates, industry lio 
health. Please write for recommendations. Shay dical 

E. . Chicago. 


UNIVERSITY TRAINED; EXPE- 

ronees, Certified, ‘isotopes; 7 years poneral practice be- 
radio ology; desire appointment 

int hospital of 10v te 200 beds. Box 8111 I, Y% AMA 


INTERNIST—-SEEKING POSITION WITH GROUP IN 
midwest or Pacific northwest; Board Qualified with one 
: available July 15, 1959. Box 7875 


— BOARD CERTI- 
ied ; married; military completed; desires location 
ath group or partnership. Box 


YOUNG_ EXPERIENCED PHYSICIAN AVAILABLE 
from July thru September 1959; for vacation coverage 
in hospital, or summer camp or locum tenens; general 
practice. Box 7421 I, % AMA. 


UROLOGIST—-BOARD ELIGIBLE; MARRIED; VET- 


eran; desires association with urologist; clin- 
ic, or group. Box 8185 1, % AX 


PROFESSIONAL AND TECHNICAL AIDES 


a) WECHNOLOG (a) Té 
busy lab, vol gen hsp Bo. to ‘so. bds; sm pA 
Carolinas. (b) TISSUE TECH: histol 


en hsp 150 bds; to $4800; capital city 50,000; 
(i) CHIEF MED TECH: supv 3 in busy lab, new & 
well equip’d; 110-bd gen hsp; $6000 vicin; MidE 


twn 20,000. 
_ (a) RESEARCH BIOCHEMIST: 


(2 


studies kidney, liver rsrch; possible hosp sc 
superior facil, equip; $7-9500. (b) 


—E to hd clin labs, hsp ex- 
pand’g to 350 bds: st capital, coll city 75, ; SE 
(ec) BACTERIOLOG! s., 60-bd gen hsp; 


excel lab facil: to $6300 for MS; Cal coastal city. 
Woodward Medical _———. Ann Woodward, Director, 
185 N. Wabash, Chicago. ‘¢ 


HOSPITALS AND SANATORIA FOR SALE 


FOR SALE — NEW “ULTRA” SANITARIUM; LI- 
censed 70 beds. M. B. Davis Associates. We specialize 
in medical properties, 405 East Green Street, Pasadena, 
California. oO 


PRACTICES FOR SALE 


CALIFORNIA—OPPORTUNITY IN SOUTHERN CALI- 
fornia; the recent demise of a well loved surgeon in 
general practice leaves an opening in this substantial 
city for a doctor interested in general practice; sur- 
gery and a southern California location; the patients 
are desirous and willing for another doctor to claim 
this position; office, equipment, medical assistant of 
sixteen years experience available in the described 
practice. For further details write: P, O. Box 3115, 
San Bernardino, California, P 


‘ALIFORNIA_ — GENERAL PRACTICE FOR SALE 
near San Francisco Bay area; growing community; 
open staff hospital five minutes away; well equipped 
office with long lease; 1958 gross $45,000; will intro- 
duce; leaving to specialize; available immediately. Box 
8171 P, % AMA. 


CALIFORNIA—SALINAS VALLEY, GENERAL PRAC- 
tice; rented office; for cost of equipment; no investment 
needed; open staff hospital 25 miles away; leaving rec- 
ords; entering residency July 1, Robert Kraft, MD, 167 
Main Street, Soledad, California. ¥ 


CALIFORNIA — LOS ANGELES SUBURB; GENERAL 
practice gross $60,000; $5,000 down; will introduce ade- 
quately; specializing; available now. Box 8204 P, % 
AMA. 


FLORIDA—GENERAL PRACTICE IN FAST GROW- 
ing town with large drawing area; open staff hospital 
nearby; collections $22,000 last year; modern com- 
pletely equipped office available now due to on 
service; no down payment. Box 8279 P, % A 


FLORIDA—RAPIDLY GROWING SOUTHEAST COAST- 
al city; active practice by internist; suitable for internist 
or general practitioner; selling office and equipment; 
only $3,000; will introduce. Box 8177 P, % AMA. 


ILLINOIS—GENERAL PRACTITIONER DIED; LEAV- 
ing successful practice in 35,000 town; me nodern. offices 
terms considered. Contact: Hanlon & Ruedig, 218 Hill 
Arcade, Galesburg, Illinois. 4 


THERE’S NOTHING 


UNDER THE sun LIKE 


WARM, SUNNY AND DRY ALL YEAR 
data free to physicians: P. O. Box 5595, Tucson, Ariz. 


univ city. (c) MED TECH: pref ASCP; vol gen hsp 
120 bds, eth JCAH; vicin $4800; Chgo suburb. 
(d) LAB & XRAY TECH: 30-bd gen hsp; to $5400 & 
or mtce; Fla resort twn. (e) MED TECH: orp 20 
Ds; must be cone. out. Cal; min $4800; univ twn. 
(f) LAB & XRAY TECH: apprv'd, fully air-cond 
7,000. (g) XRAY TECH: vol gen hsp 300 bds: to 
4 i \ 
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ge SOUTHWEST CHICAGO; LONG ESTAB- 
shed general practice; well equipped 5 room apart- 
—— available upstairs for doctor; hospitals available; 
will introduce; easy agit ideal for man starting 
practice. Box 8228 P, % AMA 


ILLINOIS—CHICAGO; GENERAL FOR 
sale; very reasonable price; near Loop; give full par- 
ticulars Sap ae: draft status and ‘medical school. 
Box 8216 P, % AX 


INDIANA—POPULATION 60,000; GOOD HOSPITAL 
facilities; would like general practitioner to lease or 
buy office; leaving to specialize; general practice grossed 
over $90,000; this would be a good location for 2 men, 
general practitioner or specialist. Box 8285 P, % AMA. 


INDIANA—GENERAL PRACTICE IN COMMUNITY OF 
5,000 near Richmond; now grossing $42,000; partnership 
could gross $60,000; 
twenty minute drive; available June 
out 14 room home office; terms; introduction: Box 
P, % AMA. 


IOWA—GENERAL PRACTICE; ACTIVE PRACTICE 
established twenty years; prosperous county seat town; 
rent near new air conditioned office; no investment ex- 
cept for equipment if desired; trained help available; 
obstetrics optional. Box 8222 P, % AMA. 


MARYLAND—DOCTORS HOME AND OFFICE COM- 
bination; active general practice; gross $25,000-$27,000 ; 
leaving to specialize; growing residential area in Tow- 
son. Box 8226 P, % AMA. 


MASSACHUSETTS — BEAUTIFUL BERKSHIRES; 
large general practice near three hospitals; six room 
equipped office; spacious home, 2 car garage, patio; 
swimming pool; $40,000; will help finance and intro- 
duce; specializing July I. Box $281 P, % AMA. 


MINNESOTA—-WELL ESTABLISHED PRACTICE IN 
northern Minnesota; unopposed; gross $50,000 could be 
increased; good income immediately ; excellent 10 rogm 
office, fully equipped, beautiful new, modern 20 bed 
local hospital; home available; city of 2,000; county 
6,000; no other doctor in county; good hunting and 
fishing; available immediately; opportunities 
in Minnesota. Box 8251 P, % 


MINNESOTA — SOUTHERN; GENERAL PRACTICE 
available July, 1959; unopposed, office equipped: home 
available; specializing ; ideal for new graduate. Write: 
Box 8183 P, % AMA 


NEW JERSEY—$35,000 BUYS DESIRABLE 12 YEAR 
practice grossing $37,000; price includes 7 room office 
building completely equipped including x-ray; com- 
munity 120,000 near New York City; open hospitals. 
Box 8274 P, % AMA. 


NEW JERSEY—FOR SALE; GENERAL, AND SPE- 
cialty of metabolic obesity; Central Haddonfield, New 
Jersey ; 7 miles from Philadelphia ; fully equipped rented 
suite including reducing salon; complete records of 5 
years; available immediately; will gg 3%, year 
lease remaining; moving to far we Write 8. 
Magee, MD, 116 Haddon Avenue, Haddonfield. “New 

rsey. P 


NEW JERSEY—NORTHERN, 6 YEAR OLD; 5 ROOM 
office, 4 bedroom home; wealthy community; near hos- 
pitals; practice, internal medicine included; will intro- 
duce; good location for radiologist, ENT. Box 8253 P, 
% AMA. 


NEW_YORK—PRACTICE FOR SALE; LARGE GEN- 
eral practice grossing more than $40,000 and two family 
brick home semi-detached ; eens Village, ng _Is- 
land, New York: leaving’ ty, will introduce. Box 
8060 AMA. 


NORTH CAROLINA -—- ESTABLISHED GENERAL 
practice; city 175,000; with or without equipment and 
records; terms to be arranged; will introduce. Reply: 

Box 8196 P, % AMA. 


OHIO—HAVING ACCEPTED FULL TIME POSITION, 
my office and practice are available; carpeted, acoustic 
tile ceilings, air-conditioned and wired for intercom 
and radio; approximately 1200 square feet first floor, 
recently constructed and carefully planned for 1 or 
physicians, two doors from corner drug store and about 
midway between the three hospitals; parking area. John 
M. Van Dyke, MD, 836 Auburn Place, N. W., Canton 
3, Ohio. P 


PENNSYLVANIA—WELL ESTABLISHED SURGICAL 
and general in the rapidly growing area of Delaware 
Valley; new hospital and schools; home and office suite 
on beautiful lawn; need for young practitioner in town; 

retiring. Box 8224 P, % AMA. 


TEXAS — GULF COAST AREA; PRACTICE PRAC- 
tically unopposed; grossing $30,000 to $40,000; rive 
6,000 population; equity in clinie and practice $1,000 
down, balance at percentage of gross; Stephen Young- 
berg, Box 1005, Port Isabel, Texas, Whitehall 3-2855. P 


WASHINGTON — PACIFIC NORTHWEST; CITY OF 
40,000; excellent location; established general practice 
could easily be changed into specialty practice; terms; 
leaving July for residency. Box 8277 P, 
AMA. 


WEST VIRGINA—FOR RENT OR SALE; COMPLETE- 
ly equipped office of deceased physician and surgeon in 
growing industrial section of Ohio Valley; small town 
with excellent hospital. Mrs. Gene M. Harsha, 515 
Linden Avenue, Sistersville, West Virginia. 4 


APPARATUS ETC. FOR SALE 


RECONDITIONED X-RAY, ELECTRO- 
d electrocardi raphic equipment; available 
: United States and Canada; deal 


prices 

nstructions. Write to: B-6, General 
Electric Company, X-ray Department, 4855 Electric 
Ave., Milwaukee 1, Wisconsin. Q 


ment boveht an AND on hand, Harry 
men and St arry 
Weits, 400 ‘Eas treat. New ‘York City, 22, New 


BURDICK MW-1 
MICROWAVE UNIT 


The physiological effects of microwave dia- 
thermy are deep tissue heating (up to 
106° F. two inches deep in muscle tissue) 
with increased blood flow. 


In microwave diathermy radiations may 
be reflected, focused or directed to the 
exact area desired. The floating arm with 
spacer permits easy positioning of the 
director, to the treatment area — without 
skin contact. Single power control and 
automatic timer insure simple operation 
and time-saving convenience. 


With the Burdick MW-1 Microwave you 
have the confidence of superb workman- 
ship backed by a nationwide .service or- 
ganization. The Burdick Corporation is 
happy to supply you with further infor- 
mation on Microwave Diathermy, or to 
give youa free demonstration of the MW-1. 


Arthritic hands An effective treatment 
being treated for bursitis 


Application to an 


injured ankle 


The Burdick Syllabus, a bulletin 
on physical medicine, will be sent 
you regularly on request. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 


Branch Offices: 
New York * Chicago * Atlanta * Los Angeles 


Dealers in all principal cities 


LARGEST STOCK OF USED-RECONDITIONED AND FOR RENT—NEBRASKA; 10 ROOM OFFICE SPACE 
surplus x-ray equipment in America; all makes, models and equipment; very reasonable; established practice 
of diagnostic and therapy units; delivered, installed, county seat; farming and ranching territory; especially 
guaranteed and serviced. Write for details of deferred ideal for young | physic service; 
payment plan and new accessory price list to: The leaving to specialize, Box 8282 T, % AM/ 

New 217 23rd Street, New | FoR LEASE—NEW MODERN MEDICAL BUILDING; 
e 3 suites and 1 co-op; x-ray, and laboratory suite; 
pega for 3 man partnership in same fleld of prac- 
tice; music, intercom, Write: J. A. 

FOR RENT Marlo, 113 E. Valley Bivd., El Monte, California, T 


COLORADO—PHYSICIANS OFFICES AVAILABLE IN FOR LEASE COMPLETELY EQUIPPED 1,800 
new medical center in busy northeast Colorado Springs; square feet office to share with established young gen- 
possibilities unlimited for pediatrician, obstetrician, eral practitioner: central location; Canoga Park, Ca 
internist or endocrinologist; will install $2,000 free fornia, Write: 8156 pny Avenue, Canoga Park or 
partitioning, plumbing, ete., to suit; air-conditioned; call Diamond 7-61 T 
100 car parking. Box 7626 T, % AMA 

SHERWOOD MEDICAL CENTER, SECOND UNIT; 10 

SKOKIE MEDICAL CENTER — NEW LUXURIOUS suites under construction; ready July 1, 1959; first unit 
huilding, on busy street in fully developed Class A fully leased including pharmacy and laboratory ; popu 
home section; only medical building in area; reception lation 111,000; MDs 60: brochure available. 9602 Orange 
room air-conditioned; wood paneling; many fine fea- Avenue, Anaheim, California. T 
tures; large parking lot; opening for 4 doctors, Call: 
Orchard 4-4199 Saturdays and Sundays, or Irving 


8-0603 weekdays, Skokie, Illinois. T REAL ESTATE FOR SALE 


$50 MONTH RENTAL WILL GET YOU 725 SQ. FOOT LEAVING FLORIDA AND WILL SACRIFICE MY 
suite in new medical building in San Francisco Bay area new home in Fort Lauderdale for quick sale; four bed- 
California; general practitioner and specialists urgently rooms, 3 baths; pool, ete; Write: Earl 8. Davis, MD, 
needed. Box 8019 T, % AMA. Kaske- Davis Clinic, Belvidere, Hlinois. x 
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CAMBRIDGE 
CARDIAC DIAGNOSTIC INSTRUMENTS 


ASSURE THE DOCTOR OF 
Universally Accepted Records, Fundamental Accuracy, 
Lifetime Dependability, Minimum Maintenance Expense. 


“VERSA-SCRIBE”’ The Versatile Electrocardiograph 


A completely new portable instrument with 
performance and versatility unsurpassed by 
any other direct-writing electrocardiograph. 
Size 54” x 10%” x 17”, weight 20 Ibs. 


Multi-Channel Recorders 
For physiological research, cardiac catheteriza- 
tion and routine electrocardiography. When 
used with pertinent transducers, these new Re- 
corders provide simultaneous indication and re- 
cording of EKGs, EEGs, stethograms and other 
shenomena. Available in Photo- 
graphic Recording and Direct Writing Models. 


“‘Simpli-Trol’’ Portable Model Electrocardiograph 
A string galvanometer instrument, measuring 
8” x 19” x 10” and pe ye 30 Ibs. May be 
arranged for heart sound and pulse recording. 


Operating Room Cardioscope 


Provides continuous observation of the Elec- 
trocardiogram’ and heart-rate during surgery. 
Warns of approaching cardiac stand-still. Ex- 
plosion-proof. This cardioscope is a “must” for 
the modern Operating Room. 


“Simpli-Scribe’’ Direct Writer Electrocardiograph 
Provides the Cardiologist, Clinic or Hospital 
with a portable direct-writing Electrocardio- 
graph of utmost usefulness and accuracy. Size 
10%” x 10%” x 11”: weight 28 pounds, com- 
plete with all accessories. 


Audio-Visual Heart Sound Recorder 


Enables simultaneous hearing, seeing and re- 
cording heart sounds. Recording may 
made on magnetic discs for play-back and 
viewing at any time. 


Pulmonary Function Tester 


A completely integrated, easy-to-use instru- 
ment for the determination of such functions 
as Functional Residual Capacity, Tidal Vol- 
ume, Vital Capacity, Total Lung Capacity, 
Total Breathing Capacity, Basal Metabolic 
Rate, etc. 


CAMBRIDGE ALSO MAKES EDUCATIONAL CARDIO- 
SCOPES, PLETHYSMOGRAPHS, ELECTROKYMOGRAPHS, 
BLOOD PRESSURE RECORDERS RESEARCH pH METERS and 
i for i di ive emision. 


SEND FOR DESCRIPTIVE LITERATURE 


CAMBRIDGE INSTRUMENT CO., INC. 
3722 Grand Central Terminal, New York, N. Y. 


Cleveland 11, Ohio Detroit 2, Mich. Oak Park, til. 
13000 Triskett Road 7410 Woodward Avenue 6605 West North Avenue 


Jenkintown, Pa. Silver Spring, Md. 
479 Olid York Road 933 Gist Avenue 


PIONEER MANUFACTURERS OF THE ELECTROCARDIOGRAPH 


| SEE US AT THE SHOW-BOOTH L-17| 


ISUPRE 


“from 


J.A.M.A., June 6, 1959 
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ISU PRE 


‘SURES or ANO MISTOMETT® = 


FEAR OF SUFFOCATION | 
asthma, fear of suffocation intensifies bronchospasm. A 
_mist of Isuprel, a most potent bronchodilator, aborts: th ae 
-fear, stops asthma anxiety and self-perpetuating asthma, in 
seconds. Even in severe asthma, it relieves within two or three 
minutes. Asthma anxiety can often bé prevented before it . 
_ Starts when asthmatics know that fast, easy nebulization from. — so 
the Isuprel Mistometer is always available. 
— 
| 
| 
DOSE ATPOSOL DISPENSER), MEG WS PAT OFF 


Press Together to Close . . . Peel Apart to Open 


New Tyccos Velcro Cuff fastens 
without hooks, buckles or straps. 


The Completely New Velcro Fastener, 2 
fabulous invention, consists of two nylon 
strips, one covered with thousands of 
wooly loops, the other with microscopic 
hooks. When pressed together, they 
interlace tightly, holding against lateral 
pull with unbelievable strength, yet they 
peel apart with ease. 


This new Tycos Velcro Cuff conforms 
to any adult arm size or shape and it 
will not slip or balloon when inflated. 
Breakdown tests conducted by Taylor 
laboratories opened and closed this cuff 
over 100,000 times without any evidence 
of wear. Repeated dry-cleanings did 
not affect its operation. 


The new Velcro fastener is especially 


convenient for use on bed patients. Us- 
able with both Tycos Hand and Pocket 
Aneroids, as well as all other makes! 
$9.50 at your surgical supply dealer. 
Taylor Instrument Companies, Roches- 
ter, New York, and Toronto, Ontario. 


Taylor Lh ‘nalrumend MEAN ACCURACY FIRST 


J.A.M.A., June 6, 1959 
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y ‘The Willows Maternity ADHESIVE PLASTER 


anitarium, Inc. 

Unwinds with complete ease 

apacteut recreation aroun meth- | from start to finish with no 
any time. en 


tions through Juvenile Court. , 
apted al patient’ needs. jete Medi- waste. 


. |° Distinguished for its maxi- 
Main Kansas City ‘estport 1- 
2927 mum, unvarying adhesion and 


tack. 
Minimal allergic content. ADHESIVE 


e Available in a variety of cuts PLASTER 
look for in economical hospital roll or want 


the new handy individual spools. Wedese 
Write for our Catalog of Ad- 
hesive Plasters, Surgical 
AM A N EWS Dressings, Orthopedic Spe- 
cialties and Elastic Goods. 


Surgical Supply Division 


Tue Scuoitt Mec. Co., Inc. 
CHICAGO NEW YORK LOS ANGELES 


next issue June 15 


NOTICE 


When you change your address in 
your official medical records at the 
A. M. A., the same address change 
will be reported to the advertising 
list users who send you direct mail 


advertising material. NEW DeP uy HEAD HALTER 


full Foam Rubber Padding! 


en the maximum in comfort . 
lining of tricot. Cupped chin is tailored for 
advertising promotion material, pooper Ss, Designed to place majeriy of pull 
on occiput rather than pinching face. Tough 
. . . sail-cloth outer-linin ill not stretch—all pull is 
please notify the A. M. A. immedi- transmitted to patient. Slide bar type buckles 
: with catch provide one-time adjustment—easy 
atel = ’ application and removal. In large, medium and 
y- child sine. No. 754, Write for complete infor- 

mation! 


Standard MANUFACTURING CO., 
of Quality DePuy WAR AW 


Since 1895 


If you would like to change the ad- 
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TO STOP DIARRHEA 


from all points... growing evidence favors 


UROXONE 


brand of furazolidone 


= Pleasant-flavored Liguip, 50 mg. per 15 cc. (with kaolin and pectin) #® Convenient TABLETS, 
100mg. ® Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses). 


WIFT RELIEF OF SYMPTOMS 


From a Large Midwestern University: FUROXONE Controls Antibiotic- 
Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 


fully controlled with Furoxone after a broad-spectrum antibiotic had proved inadequate. Cure 
rates (verified by stool culture) were 87% with Furoxone, 36% with chloramphenicol. Only 
FuROxone “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 
with FuROXONE responded without exception. FUROXONE was also used effectively as prophylaxis 
and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 
received it either prophylactically or therapeutically.” 

Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 
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FECTIV, NTROL OF “PROBLEM” PATHOGENS 
(no stgaificaht-fesistance develops to this wide-range bactericide) 
TOLERATED, VIRTUALLY NONTOXIC 
} ORMAL BALANCE OF INTESTINAL FLORA PRESERVED = 
(no monilia¥or staphylococcal overgrowth) 


In Coronary 
Insufficiency. 


Your high-strung angina patient 


often expends a “100-yd. dash” 
worth of cardiac reserve 


through needless excitement. 


Curbs emotion 
as it boosts 
coronary 
blood supply 


CONTROL OF EMOTIONAL 
EXERTION with Miltrate 
leaves him more freedom 


for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 


increases his exercise tolerance, 


iltrate 


Miltown® (meprobamate) PETN 


Each tablet contains: 200 mg. ate and 10 mg. penta- 
erythritol tetranitrate. Supplied: Bottles of 50 tablets. 
Usual dosage: | or 2 tablets q.i.d. before meals and at bed- 
time. Dosage should be individualized. 


® 
Ww) WALLACE LABORATORIES + New Brunswick, N. J. 


CML-9158-59 TRAOE- MARK 
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LUTREXIN has been used successfully in functional dysmen- 
orrhea’* for the past six years, as well as in selected cases of pre- 
mature labor**° and threatened and habitual abortion.®’ 


LUTREXIN exerts an indirect, as well as a direct, relaxing action 
on the uterus by blocking the pituitary hormones.® 


LUTREXIN administered orally decreases uterine contractions 
within thirty minutes.° 


LUTREXIN is a naturally occurring, non-steroid, uterine relaxing 
hormone, biochemically different from other ovarian hormones. 


© 


. Jones, G. S. and Smith, F.: Am. J. Obstet. Gynecol., Vol. 67, No. 3, 628- 


633, 1954. 
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1955, 
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in Vivo mgesufement of LUTREXIN 
od conjfactifg uterine muscle 
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